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Throughout this thesis I have recognised that although the work has been submitted for 
my own Masters degree, qualitative research is strengthened by a collaborative 
approach. I have therefore used the terms ‘our study’ and the plural ‘we’ when 
appropriate to reflect the involvement of my supervisors, Dr Meredith Perry and 






Low back pain (LBP) is the leading musculoskeletal cause of disability internationally 
and in New Zealand, placing a global burden on financial and health systems. Current 
treatments of LBP have not been found to be effective at abolishing an episode, or 
preventing recurrence, of LBP. Due to the high recurrence rate of LBP it could be 
considered as a life-long condition. Self-management in life-long conditions such as 
diabetes, has been found to be an effective treatment approach. It is therefore 
appropriate to encourage self-management for people with LBP. Self-management is an 
approach that develops self-efficacy, and can be interwoven within all aspects of 
treatment. Effective self-management is the ability of a person and their whānau 
(family) to make decisions and implement behaviours to treat LBP, seeking health care 
only when required. Physiotherapists should be ideally placed to support self-
management in people with LBP. In order to encourage and confidently support self-
management, it is important that we understand what the current attitudes and beliefs 
are of physiotherapists towards self-management for people with LBP. 
Methods 
This qualitative study used the Interpretive Description methodology, which recognises 
that reality is subjective and the researcher’s values and experiences cannot be 
separated from the research process. Semi-structured individual interviews with 
physiotherapists throughout New Zealand were conducted via video conferencing. The 
data was analysed and themes were defined. Implications were determined to help 
influence clinical practice. 
Results 
Seventeen physiotherapists participated, aged from 24 to 65 years, with professional 
experience ranging from one to more than 40 years. Four main themes were defined. 1) 
Participants had good understanding about the complexity and impact of LBP. However, 
they lacked knowledge of current evidence of the natural history of LBP. 2) 
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Responsibility for persistence or recurrence of symptoms was apportioned to the 
person with LBP. 3) Self-management was considered to have an important role to play 
in the treatment of LBP. 4) Participants lacked a clear understanding of what self-
management entailed and how to support self-management for a person with LBP. 
Conclusion and Implications  
Overall, our study showed that physiotherapists had good understanding of LBP, yet 
appeared not to have current knowledge of the natural history. They tended to 
apportion responsibility for persistent or recurrent LBP to the person with LBP. While 
they placed high value on the role self-management in the treatment of LBP, they 
appeared to lack enough understanding of the skills and components required for 
effective self-management. Therefore, physiotherapists may not be able to fully support 
self-management for people with LBP.  
Physiotherapists should be encouraged to assimilate more recent evidence into their 
expectations for the timeframe for recovery from an episode and the recurrence rate of 
future episodes of LBP. Physiotherapists should be offered further training in what self-
management entails and should be supported to upskill in enabling self-management 
strategies. The funding model of treatment of LBP in New Zealand may need to be 
modified to enable enough time and resources to effectively support self-management. 
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Te Reo Māori is one of three official languages in New Zealand. Te Tiriti o Waitangi, the 
Treaty of Waitangi, is New Zealand’s founding document, and recognises equal 
partnership between government (or Crown) and Māori. To help address inequities, the 
use of Māori words and language is integral to healthcare, with many policies using this 
language as part of health system delivery and health professionals’ expectations. 
Where Māori words have been used in this thesis they will be explained in this glossary.  
ACC The Accident Compensation Corporation is the government-funded 
no-fault scheme which provides accident insurance cover for all New 
Zealand citizens, residents, and visitors following an injury sustained 
in any location, including work, sport, and at home.  
Acute LBP Low back pain lasting less than 3 months 
Adherence The proactive process where a person is involved in applying 
mutually-agreed treatment recommendations which have been 
developed within the patient-professional partnership. 
Chronic LBP Low back pain which has been present for more than 3 months. Some 
authors define chronic LBP as being present for more than 6 months. 
Māori The indigenous people of New Zealand 
Ngāi Tahu The principal Māori iwi. or tribe, of the South Island. 
Non-specific LBP The exact pathological cause of the LBP cannot be reliably identified.  
Patient-centred approach The patient is considered an equal partner in their care, 
including goal setting and decision-making. The goal is to support the 
person to have a functional life by addressing the condition. 
Person-centred approach The person with the condition is treated as an individual 
and is considered as an equal partner in all aspects of care, including 
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decision making and goal setting. The person is considered within the 
context of their family, their history their strengths and their 
weaknesses. The goal is to support the person to have a meaningful 
life. 
Recurrent LBP LBP that is episodic with symptom-free time, of at least one month, 
between each episode. 
Whakapapa The family history and genealogy, providing a sense of identity and 
connection. Through their whakapapa Māori people are able to find 
their connection to the land (whenua) and their ancestors (tupuna). 
Whānau Family or group of people with emotional, physical, and spiritual 
connections. Members of a whānau have shared experiences, values, 
and beliefs. Each member of the whānau is supported by the other 
members, with resources and knowledge shared to enable 
empowerment and success to overcome issues.  
Whānau-centred care Similar to person-centred care but acknowledges the 
importance of the person’s other whānau members and the whānau 
principles of empowerment, dignity, respect, and collaboration. It also 
recognises and incorporates the person’s whakapapa into their care. 
For example if the person has a strong connection to water then their 
action plan could include activities such as swimming or walking 




1 Introduction  
1.1 The reason for our study 
Low back pain (LBP) is the leading musculoskeletal cause of disability internationally 
(Buchbinder et al., 2013), placing a significant burden on health systems and health care 
funders (Buchbinder, Underwood, Hartvigsen, & Maher, 2020; Hartvigsen et al., 2018; 
Hoy, Brooks, Blyth, & Buchbinder, 2010). At any point in time 7.8% of the world’s 
population is experiencing LBP that has been present for more than one day (Wu et al., 
2020). A third of people with LBP recover quickly from the episode and up to two thirds 
will still have symptoms a year after the onset of the episode (Dunn, Hestbaek, & 
Cassidy, 2013; Itz, Geurts, Van Kleef, & Nelemans, 2013). The recurrence rate is 
relatively high, with approximately 70% of people having another episode of LBP within 
a 5 year period (da Silva et al., 2019). 
In New Zealand, LBP is the second greatest cause of years lived with disability (YLDs) 
behind ischaemic heart disease (Institute for Health Metrics and Evaluation, 2019). 
According to the 2015 National Health Committee report, Low Back Pain - Pathway to 
Prioritisation, it is estimated that approximately 5% of adult New Zealanders aged over 
18 years present to health care services with acute LBP each year, and 9.1% of adult 
New Zealanders experience chronic LBP lasting more than six months (National Health 
Committee, 2015, pp. 85-86). The estimated annual cost of LBP in New Zealand in 
health care, lost productivity and time off work is $2.6 billion (National Health 
Committee, 2015). The burden of LBP in New Zealand is therefore similar to the 
international experience as described in Global Burden of Disease studies (GBD 2019 
Diseases and Injuries Collaborators, 2020). 
Within common treatment modalities only exercises and spinal manual therapy have 
shown to have a limited effect on LBP, and there is some evidence that exercise is 
effective in the prevention of LBP. (Foster et al., 2018; Hayden, van Tulder, Malmivaara, 
& Koes, 2005; Koes, Van Tulder, & Thomas, 2006; Steffens et al., 2016). However, 
supporting self-management has been proven to be an effective tool in treating chronic 
and acute LBP (Du et al., 2017; Liddle, Gracey, & Baxter, 2007; Oliveira et al., 2012; 
Traeger et al., 2015). Self-management is an acknowledged and accepted approach for 
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life-long conditions such as diabetes (Allegrante, Wells, & Peterson, 2019). Buchbinder 
(2020; 2018) has suggested only effective LBP treatments, such as person-centred care 
focusing on self-management, should be supported by health care systems. 
Self-management is the ability of a person and their whānau to make decisions and 
implement behaviours to treat the condition, seeking health care only when required 
(Bodenheimer, Lorig, Holman, & Grumbach, 2002; Lorig & Holman, 2003; Richmond & 
Connolly, 2020). The confidence a person has in their ability to make decisions and 
implement appropriate behaviours is known as self-efficacy. Self-management is not an 
exercise programme to follow or education to be listened to, but rather an approach to 
develop self-efficacy which can be interwoven within all aspects of treatment 
(Kongsted, Ris, Kjaer, & Hartvigsen, 2021). It involves the person with LBP acquiring 
skills such as decision making, problem solving, reflecting, behavioural change, resource 
utilisation, and developing an action plan (Allegrante et al., 2019; Lorig & Holman, 
2003). The role of the health professional is to enable and support the acquisition of 
those skills. Self-management support relies on a person-centred approach to 
healthcare, respecting people with LBP as equal partners in all aspects of treatment, 
including decision making and goal setting (Coulter & Oldham, 2016). Put simply, the 
purpose of a self-management approach is to support the person to apply the skills they 
already have in other areas of their life to their LBP.  
People may have a collective health belief, rather than an individual one, therefore it is 
important to recognise the role whānau has in self-management. ‘Whānau’ is a Māori 
word that is usually translated as ‘family’, but also describes the group of people a 
person has emotional, physical, and spiritual connection with (Walker, 2017). It 
acknowledges that by working in partnership each individual person is strengthened 
and empowered to overcome difficulties (Taiuru, 2021). Under the Te Tiriti o Waitangi, 
the Treaty of Waitangi, each health professional in New Zealand has obligations to the 
Treaty principles of partnership, equity, self-determination, protection, and provision of 
resources (Ministry of Health, 2020b). By supporting self-management in a whānau-
centred manner, it may be possible to address health inequities for Māori by applying 




Physiotherapists should be ideally placed to develop necessary skills to support self-
management in people with LBP. Such self-management considers active treatment 
approaches, problem solving skills, and the person-centred collaborative approach 
based on mutual trust and respect built over a period of time (Fu, Yu, McNichol, 
Marczewski, & José Closs, 2016; Hutting, Johnston, Staal, & Heerkens, 2019). To 
encourage that support, it is important that we understand what the current attitudes 
and beliefs are of physiotherapists in New Zealand towards supporting self-
management in people with LBP. There have been recent studies that have explored 
physiotherapists attitudes and beliefs towards LBP treatment (Christe et al., 2021; 
Cowell et al., 2018), which showed that unhelpful beliefs about LBP influenced clinical 
decisions and that physiotherapists felt underprepared to address the cognitive and 
emotional factors of LBP effectively. The systematic review by Killingback, Thompson, 
Chipperfield, Clark, and Williams (2021) found that physiotherapists are well-placed to 
support self-management but a cultural and paradigm shift is required within the 
profession. There has been one recently published study exploring the use of self-
management by Dutch physiotherapists in treatment of LBP (Hutting, Oswald, Staal, & 
Heerkens, 2020). However, the data was gathered by an online survey and therefore did 
not explore in-depth the attitudes and beliefs of the participants. Therefore, there is a 
gap in the literature exploring physiotherapists’ attitudes and beliefs about supporting 
self-management for people with LBP.  
The aims of our study are to: 
1. Explore physiotherapists’ understanding of the natural history, cause, 
prevalence, and impact of low back pain (LBP).  
2. Ascertain physiotherapists’ knowledge of self-management concepts for LBP.  
3. Explore how self-management for LBP is supported within present 
physiotherapy practice.  
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1.2 Road map of this thesis 
Following this Introduction Chapter will be the Literature Review Chapter, Chapter 2. 
The objectives are to provide background for this study and to demonstrate the current 
understanding in the literature about: 
1. The cause, prevalence, burden, impact and natural history of LBP. 
2. The strategies for enabling self-management for people with long-term 
conditions, specifically self-efficacy and the patient-professional partnership. 
3. Self-management in LBP, including the components of an effective self-
management approach and strategies for engagement. 
Chapter 3, the Methodology Chapter, will describe the Interpretive Description 
approach we have followed. This chapter will also lay out the steps taken, including 
ethical and cultural considerations, recruitment, data analysis, and demonstrating 
trustworthiness.  
Chapter 4, the Results Chapter, will provide the results from the data analysis, with 
exemplar quotes from participants to support our findings.  
Chapter 5, the Discussion Chapter, will compare the findings of the Literature Review 
Chapter with the Results Chapter and explore what the defined attitudes and beliefs of 
the participants mean. This chapter will consider applicability due to strengths and 
limitations of the study and the implications. 
The Conclusion and Reference List of this thesis will be followed by the Appendix. The 
appendices include: 
• Copies of documentation from ethics committee and Ngāi Tahu consultation. 
• The semi-structured interview guide. 
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• Tables with additional quotations not used in the Results Chapter, that support 
the findings. 
• Feedback received from the participants about the results. 




2 Literature Review  
The purpose of this chapter is to provide background information to support this study, 
including the clinical implications. This chapter is divided into three sections. Firstly, I 
will review the literature to identify current understanding about the impact of LBP, the 
natural history, and the cause of LBP. I will also briefly explore the effectiveness of 
current LBP treatment approaches used by physiotherapists. The second section will 
explore strategies for enabling self-management for people with long term conditions, 
specifically self-efficacy and the patient -professional partnership, which is also known 
as the therapeutic alliance. The third section will explore self-management for people 
with LBP, including the components of an effective self-management intervention and 
strategies for engagement. 
2.1 Low back pain  
2.1.1 The global burden of low back pain  
Low back pain (LBP) is the leading musculoskeletal cause of disability internationally 
(Buchbinder et al., 2013), placing a significant burden on global health systems 
(Buchbinder et al., 2020; Hartvigsen et al., 2018; Hoy, March, et al., 2010). The 2017 
Global Burden of Disease study determined that the point prevalence of LBP is 7.8%, 
with the estimated global number of people with LBP being 577 million at any point in 
time (Wu et al., 2020). The years lived disability (YLDs) for LBP in 2017 was found to be 
64.9 million (Wu et al., 2020). The 2019 Global Burden of Disease study (2020) 
compared the data gathered in 2019 with data from 1990 and found that the YLDs had 
increased by 46.9% for LBP in the 30 year time span. Globally, LBP can also contribute 
to poverty and inequality due to a person’s inability to work (Hartvigsen et al., 2018). 
Due to the difference in access to health systems and economic support systems 
internationally, it is difficult to measure the global financial cost of LBP (Hartvigsen et 
al., 2018). In Spain, the annual direct and indirect costs of LBP was calculated to be 
0.68% of the gross domestic product (GDP) which was similar to the costs of cancer (04 
– 0.7% GDP) , diabetes (0.6% GDP), and cardiovascular disease (0.6% GDP) (Alonso-
García & Sarría-Santamera, 2020). In Japan, the annual cost of presenteeism, where 
people are working but at lower productivity level due to their LBP, was calculated to be 
$27.5 billion USD (Yoshimoto, Oka, Fujii, Nagata, & Matsudaira, 2020). A systematic 
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review by Dagenais, Caro, and Haldeman (2008) attempted to estimate the total direct 
and indirect costs of LBP internationally. They found the estimated total annual costs of 
LBP in Australia was $9.2 billion AUD, in Belgium was €1.2 billion, the Netherlands was 
€6.4 billion, and the United Kingdom was £12.3 billion. They found no studies that 
estimated the annual direct and indirect costs for the United States of America (USA) 
(Dagenais et al., 2008). A cohort study by L. H. Kim et al. (2019) of 75 million adults with 
recently diagnosed LBP in the USA calculated the total direct costs of treatment to be 
$2.6 billion USD. However, this study does not estimate the total cost of all patients in 
the USA. 
2.1.2 The impact of LBP in New Zealand 
In New Zealand, LBP has the second highest number of YLDs of all measured health 
conditions (Institute for Health Metrics and Evaluation, 2019). The 2013/2014 National 
Health Survey estimated the prevalence of chronic LBP to be 9.1%, representing 
305,600 people (National Health Committee, 2015). Chronic LBP was defined as being 
present for more than 6 months and there was no information available for acute LBP. 
Unfortunately, the 2019/2020 National Health Survey did not include LBP so the 
current prevalence of LBP in New Zealand is unknown (Ministry of Health, 2020a). 
The financial impact of LBP in New Zealand is considerable. The 2015 National Health 
Committee report, Low Back Pain - Pathway to Prioritisation (National Health 
Committee, 2015), estimated the associated costs of LBP to the publicly funded health 
system to be $215 million per year. This increased to $325 million per year when the 
Accident Compensation Corporation (ACC) costs were included. The exact cost of 
privately self-funded treatment is unknown but has been estimated to be approximately 
$180 million per year. As well as treatment costs, the annual costs associated with time 
of work and loss of productivity have been estimated to be $2.6 billion (National Health 
Committee, 2015).  
2.1.3 The impact of LBP in individuals 
Low back pain can have a multifaceted impact on people. As well as the financial impact 
of treatment costs and potential time off work, LBP can affect people psychologically, 
socially, and behaviourally. People with chronic LBP pain, lasting more than six months, 
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can experience depression, anxiety, sleep disturbance, fatigue, decreased physical 
functioning, and a breakdown of social networks and support (Mathew, Singh, Garis, & 
Diwan, 2013). People with acute LBP who experience ‘flare ups’ lasting from a few 
hours to a few days, have described social isolation, fatigue, frustration, depression, 
irritability, and impaired physical functioning (Tan, Hodges, Costa, Ferreira, & Setchell, 
2019) 
Several qualitative studies have explored the personal effect of LBP on a person’s life. 
Hondras, Hartvigsen, Myburgh, and Johannessen (2016) interviewed local villagers in 
Botswana about their experience with LBP and found that, besides the economic 
consequences, living with pain can alter the person’s social identity as they were unable 
to participate in their normal activities or societal roles. May (2007) interviewed 34 
people who had completed a course of physiotherapy treatment in the UK and found 
that many described an inability to participate in their normal daily activities, including 
work and sport. The systematic review by Froud et al. (2014) of 49 qualitative studies 
explored the impact of LBP on people’s lives. Through the meta-synthesis process they 
found five themes. Firstly, that LBP negatively effected non-work related activities such 
as domestic chores, valued leisure and sporting activities, and sleep. Secondly, LBP had 
a negative impact on the person’s relationships, particularly those close to them. This 
was due to the increased need for support, feelings of isolation, and avoiding social 
activities due to the potential increase in LBP. It was also due to the emotional effect of 
feeling their LBP was not perceived as others as being real and significant. Thirdly, there 
was an impact on their work, in particular the fear of losing their job and of their co-
workers not believing the legitimacy of their LBP. The fourth theme concerned 
credibility of their experience, particularly without a specific diagnosis for their pain 
and disability. The final theme explored the effect of the change in outlook a person can 
experience. People who were able to adapt to no specific diagnosis being given were 
more able to cope. Alternatively, people appeared more empowered when a specific 
diagnosis was given. However, when a second diagnosis was given that differed from 
the original diagnosis, people experienced anger and confusion. Overall, people who 
struggled to accept their LBP described feelings of hopelessness and fear of losing 
control of their future. (Froud et al., 2014). The meta-ethnographic synthesis by 
MacNeela et al (2015) found that people with chronic LBP experienced feelings of 
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discomfort, distress and loss. These feelings undermined their ability to remain 
independent and to have a sense of control. People also described a worry and fear for 
their future and a sense of disempowerment. Social isolation, a sense of hopelessness, 
and a strain on spousal and parental relationships were also common findings 
(MacNeela et al., 2015). 
2.1.4 The natural history of LBP 
The understanding that an episode of LBP will fully resolve within 6-12 weeks has been 
challenged (Abbott & Mercer, 2002; Dunn et al., 2013; Hartvigsen et al., 2018). This 
understanding arose from occupational studies that focused on a successful outcome of 
return to work (Andersson, 1999), or on studies that measured follow-up medical 
consultation rates (Dillane, Fry, & Kalton, 1966). The studies had not used pain 
abolishment as an outcome measure (Costa et al., 2012; Croft, Macfarlane, 
Papageorgiou, Thomas, & Silman, 1998; Itz et al., 2013). Costa et al found in their 2012 
systematic review that, on average, people with acute LBP may notice a 50% 
improvement in their pain intensity within the first 6 weeks. However, they may have 
persistent pain at, on average, 10% of the initial pain intensity, for up to one year (Costa 
et al., 2012). The systematic review by Itz et al. (2013) explored the clinical course for 
acute non-specific LBP over a year. The 11 prospective studies included had follow up 
times of at least 12 months and involved participants with LBP present for less than 
three months at their inclusion in the study. They concluded that 65% of people were 
still experiencing some level of pain at the one year follow up. This concurred with the 
findings of the study by Croft et al. (1998) which found out of 439 people with LBP who 
had consulted their general practitioner only 25% had fully recovered within 12 
months. 
Furthermore, LBP is now considered a life-long condition due to its high recurrence rate 
(Dunn et al., 2013). Previously, the recurrence rate for LBP was believed to be only 25% 
(Stanton et al., 2008). While only 5% of people develop chronic LBP (Koes et al., 2006), 
the majority of people experience recurrent episodes of LBP over a long period of time, 
from childhood to older age (Dunn et al., 2013). Kolb, Canjuga, Bauer, and Läubli (2011) 
found in their longitudinal study that over a five year period the recurrence rate for 
episodes of LBP was on average 67%. Furthermore, da Silva et al. (2019) found that 
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69% of people experienced a recurrence of LBP within 12 months of recovery from an 
acute episode. Consequently, instead of considering LBP as occurring in solitary 
episodes, it can be regarded as, and therefore managed as, a life-long condition with 
recurrent episodes (Dunn et al., 2013; Hoy, Brooks, et al., 2010).  
2.1.5 The cause of LBP 
Approximately 5-10% of LBP presentations have a specific pathological cause such as 
spinal stenosis, fracture, radiculopathy, disc herniation, or spondylolisthesis, and less 
than 1% have sinister red flag pathologies such as malignancy and infection (Balagué, 
Mannion, Pellisé, & Cedraschi, 2012; Hartvigsen et al., 2018; Koes et al., 2006; Krismer & 
van Tulder, 2007). All anatomical structures in the lumbar spine have nociceptors and 
are therefore capable of producing pain (Bogduk & Twomey, 1991). However, in 1991 
Riihimaki (Riihimäki, 1991) published a paper questioning the clinical ability to 
determine the exact structural cause of LBP. Prior to this, in 1981 an anonymous article 
was published in The Lancet which queried various structural diagnoses for LBP and 
suggested the term ‘non-specific’ would be more appropriate ("Progress in Back Pain?," 
1981). ‘Non-specific LBP’ signifies that the exact pathology which is causing the LBP 
cannot be reliably identified (Balagué et al., 2012; Hartvigsen et al., 2018). Koes et al 
(2006) suggest that the diagnosis of non-specific LBP is based on the exclusion of 
specific pathology and is the most relevant diagnosis for approximately 90% of people 
with LBP. In support of the relevance of the non-specific LBP diagnosis, Magnetic 
Resonance Imaging (MRI) scans have been shown to repeatedly assess disc protrusion, 
nerve root displacement or compression, disc degeneration, and annular tears but are 
unable to determine whether the pathologies could be attributed specifically to a 
person’s LBP due to the high incidence of similar findings in asymptomatic people 
(Endean, Palmer, & Coggon, 2011). 
2.1.6 Effectiveness of treatment of LBP  
Unfortunately, no modalities used to currently treat LBP have been found in the 
literature to be effective at abolishing or preventing LBP (Airaksinen et al., 2006; Foster 
et al., 2018; Hayden, van Tulder, Malmivaara, et al., 2005; Hayden, Van Tulder, & 
Tomlinson, 2005; Koes et al., 2006; Petering & Webb, 2011). Common modalities 
currently include spinal manipulation, electrotherapy, general exercise therapy, specific 
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exercise therapy, and educational programmes. O’Sullivan, in his discussion paper 
(2012), suggested that the ineffectiveness of many LBP treatments could be due to the 
fact the treatments are based on biomedical models and do not address the complexity 
of LBP. With approximately 60% of people still experiencing symptoms a year after the 
onset of their pain, and the high recurrence rate of episodes of LBP over a person’s 
lifetime, it is now considered that there is no ‘cure’ for LBP (Itz et al., 2013; Maher, 
Underwood, & Buchbinder, 2017). A review by Buchbinder et al in a LBP series 
published in the Lancet (Buchbinder et al., 2018) challenged the practice of providing 
ineffective, costly treatment. They considered ineffective LBP treatments to be a strain 
on limited national and regional health care resources. Additionally, people who are 
least able to afford treatment due to socioeconomic factors, are over-represented in the 
chronic LBP population (Schofield et al., 2012). Therefore, their argument is that any 
LBP treatment offered should be effective and within the financial reach of individuals 
and health care systems (Buchbinder et al., 2018).  
2.2 Self-management in long term conditions 
Self-management is a recognised Western treatment approach in many long term 
conditions such as diabetes (Allegrante et al., 2019). Self-management can be defined as 
a person being actively involved in the treatment of their condition and aims at helping 
people with a long-term condition to have wellness as their main focus rather than 
illness (Lorig & Holman, 2003; Richmond & Connolly, 2020). The self-management 
approach acknowledges that people already make day to day decisions about their 
condition, such as whether to attend a social function or not, and the purpose of a self-
management intervention is to help people make more effective decisions 
(Bodenheimer et al., 2002; Lorig & Holman, 2003; Richmond & Connolly, 2020). There 
are several skills in the literature that have been identified as essential for a person to 
develop in order to effectively self manage their condition (Allegrante et al., 2019; de 
Silva, 2011; Lorig & Holman, 2003). They include problem solving, decision making, 
resource utilisation, action planning, reflection, and behavioural change. Reflection and 
behavioural change allow the person to adapt the skills and knowledge to their own 
situation (Bandura, 1977; Lorig & Holman, 2003). One of the main aims of self-
management is to enhance self-efficacy, which is the person’s confidence and belief in 
their own ability to apply the required actions and strategies to achieve the desired 
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outcome. Self-efficacy has been shown to be one of the mechanisms responsible for 
improvements in health status as it allows people to make appropriate decisions for 
their condition in their own circumstances (Lorig & Holman, 2003). Key components of 
treatment provision that help support the acquisition of the required skills are 
described by de Silva (2011). These components include involving the person in the 
decision making process and in setting the goals, with proactive follow up to determine 
the progress being made towards achieving those goals. They also include helping the 
person to manage the social, physical, and emotional impacts of their condition, and 
how to apply the problem solving and decision making skills they are learning. Success 
of these treatment components depends on an effective patient-professional 
partnership based on trust and respect and proactive follow up (de Silva, 2011). 
2.2.1 The patient-professional partnership 
An effective self-management approach uses the patient-professional partnership to 
help the person make appropriate daily decisions to manage their own condition 
(Bodenheimer et al., 2002; Moffett, 2002). This patient-professional partnership is also 
known as the therapeutic alliance which is the term used to refer to the professional 
relationship built on empathy, communication and mutual trust (Babatunde, 
MacDermid, & MacIntyre, 2017). The patient-professional partnership requires a 
paradigm shift away from the traditional belief that the health professional is the expert 
and the patient is the bystander. The focus shifts to person-centred care where 
decision-making is shared (Coulter & Oldham, 2016). The health professional and the 
patient work together to determine the action plan to achieve the patient’s goals (Fu et 
al., 2016). The health professional provides education not just about the condition, but 
to assist the patient to develop problem-solving skills. These skills are required to 
formulate and follow their action plan, and to identify when to seek further assistance 
and resources (Bodenheimer et al., 2002; Coulter & Oldham, 2016).  
There are several components and principles which are essential for the patient-
professional partnership to be effective (Fu, McNichol, Marczewski, & José Closs, 2018). 
The qualitative study by Fu et al. (2018) explored the nature of the patient-professional 
partnership by interviewing 26 people with chronic pain in three pain clinics in 
northern England. They found that mutual trust needed to be generated with all 
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interactions between the person with LBP and the health facility staff, including the 
administration staff. They also found that the partnership was enhanced by the health 
professional using simple language, active listening skills, and paying attention. The 
people also felt engaged when they were involved in the process of setting goals that 
were relevant to their life circumstances. Additionally, trust in the health professional 
was enhanced when specific information was given about the cause of their pain and the 
impact on their life, as well as clear instructions on the relevant self-management skills. 
Finally, they found that it was important that the person felt the health professional 
used an individualised approach rather than following standard treatment programmes 
(Fu et al., 2018). 
2.2.2 Self-efficacy 
Self-efficacy is the concept that a person has the confidence and belief in their ability to 
‘execute the behaviour required to produce the outcomes’ (Bandura, 1977, p. 193). In 
their discussion paper, Kongsted et al. (2021) suggest that self-efficacy is the core belief 
that is ‘the foundation of human motivation, performance accomplishments, and 
emotional wellbeing.’ (p2). Furthermore, they suggest that once a person believes that 
they can influence the outcome, they are more likely to be motivated to undertake the 
required activities to achieve that outcome. The systematic review by Lee et al. (2015) 
explored 12 studies which examined the meditating effect of various treatments on pain 
or disability in people with neck or LBP. They found that self-efficacy had a significant 
mediating effect in LBP. That is, if a person’s self-efficacy is low, they are more likely to 
have higher levels of pain and disability as they feel they have little control over the 
LBP. 
Self-efficacy involves the person having confidence in their self-management skills of 
problem solving, decision making, action planning, resource utilisation, reflection, and 
behavioural change (de Silva, 2011; Lorig & Holman, 2003). Lorig and Holman (2003) 
suggest that self-efficacy can be measured by asking people how confident they are that 
in certain situations they are able to achieve certain behaviours, such as reducing their 
LBP whilst gardening. They describe four ‘ingredients’ (p4) of self-efficacy 
enhancement: performance (or skills) mastery, modelling, interpretation of symptoms, 
and social persuasion. Skills mastery involves a person being actively involved in 
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behavioural change by setting their own action plan, such as going for a walk at 
lunchtime. These plans are specific, short-term, and achievable. Modelling is the use of 
examples of an effective self-management approach being used either through other 
people, including in support groups, or examples in the media. Interpretation of their 
symptoms involves knowing alternative explanations for their symptoms. For example, 
any fatigue they are experiencing could be from their health condition, or it could be as 
a result of inactivity and therefore exercise is advised. Social persuasion is the effect of 
peer pressure; if the behaviour is common around the person, they are more likely to 
engage in it themselves. Lorig and Holman (2003) suggest support groups are effective 
for providing some of these ingredients, but as their paper was written in 2003 the role 
of social media was unknown. The Kim and Utz (2019) paper showed that social media 
can in fact enhance self-management in people with diabetes due to the effect of 
modelling and social persuasion, although action plan implementation does still require 
personal interaction with a health professional. 
2.3 Self-management in LBP 
Buchbinder et al have challenged treatment options for people with LBP (2020; 2018). 
They argued that due to the increasing global burden of LBP there is a need to reduce 
the provision of ineffective treatments such as imaging and medication, especially 
opioids and gabapentinoids. The Cochrane systematic review by Rubinstein, Terwee, 
Assendelft, de Boer, and van Tulder (2012) concluded that spinal manipulative therapy 
was no more effective for treatment of acute LBP than sham treatments. However, a 
more recent Cochrane review by Rubinstein et al. (2019) found that mobilisations and 
manipulation of the spine provided a short term functional improvement compared 
with sham treatments, but had no effect on pain. Furthermore, systematic reviews have 
found little or no evidence in support of other LBP physiotherapy treatments such as 
Back Schools (Parreira et al., 2017), massage (Furlan, Giraldo, Baskwill, Irvin, & 
Imamura, 2015), acupuncture (Mu et al., 2020), laser therapy (Yousefi‐Nooraie et al., 
2008), and ultrasound (Ebadi et al., 2020).  
In regards to imaging and medication, a study by Avoundjian et al. (2016) found that 
59% lumbar magnetic resonance imaging (MRI) scans were clinically inappropriate for 
the people with LBP seen. A systematic review by Jenkins et al. (2018) found that 
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overall 32% of imaging was inappropriate in people with LBP. Internationally, there has 
been an increasing use of opioids and gabapentinoids, which have been shown to be 
ineffective in the treatment of LBP (Enke et al., 2018; Krebs et al., 2018). Buchbinder et 
al go as far as saying that ‘many people with low back pain get the wrong care, causing 
harm to millions across the world and wasting valuable health care resources’ 
(Buchbinder et al., 2020, p. S57). They recommend the use of self-management 
interventions to provide active strategies to reduce disability and reliance on health 
care (Buchbinder et al., 2018).  
The systematic review and synthesis by Lin et al. (2019)included 44 Clinical Practice 
Guidelines, of which 15 were for LBP. The purpose of the study was to provide clinical 
recommendations for best practice care for musculoskeletal conditions, including LBP. 
They recommended that the treatment must be person-centred, involving the person in 
all decision making, providing individualised care in context for that person, and using 
effective communication skills. They also recommended that self-management should 
be encouraged, being the focus of any education given. The systematic review by Meroni 
et al. (2019) also recommends the use of self-management in the treatment of chronic 
LBP, and the avoidance of passive treatments. The discussion paper by Kongsted et al. 
(2021) suggests that physiotherapists should support self-management due to the fact 
that people are less disabled by LBP if they can trust their own ability to manage it. 
2.3.1 Components of LBP self-management  
Self-management interventions can be delivered on an individual or a group basis 
(Carnes et al., 2012; Hurley et al., 2015). For the purposes of this study, I will focus on 
individual delivery of self-management as this is how private physiotherapists 
predominantly operate in New Zealand. 
Until recently, there has been a lack of clarity in the literature of specific components of 
the delivery of self-management interventions specifically for people with LBP. Elbers, 
Wittink, Pool, and Smeets (2018) performed a systematic review and meta-analysis of 
20 randomised controlled trials that compared self-management interventions for 
musculoskeletal conditions with control groups. They found that although the self-
management interventions did provide some marginal improvement in self-efficacy 
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(standardized mean difference -0.13 with 95% confidence interval -0.25, -0.02), pain 
intensity (standardized mean difference -0.04 with 95% confidence interval -0.17, 0.09), 
and physical function (standardized mean difference 0.15 with 95% confidence interval 
-0.07, 0.38), there was a considerable variation between the components of the 
interventions. Hutting et al. (2019) attempted to address this in their viewpoint article 
about promoting self-management strategies for people with persistent 
musculoskeletal conditions. They recommended that to enable a patient-professional 
partnership, which is essential for effective self-management (Bodenheimer et al., 2002; 
Fu et al., 2018), it is important that the person with the condition has individualised 
care rather than education and support provided in a group environment. This 
partnership can provide not only the individualised advice, but also the support 
required to address the emotional effects of having a chronic, or recurring, condition 
(Lorig & Holman, 2003). Hutting et al. (2019) suggest that it is the role of the health 
professional to help the person identify their barriers and goals; to assist the person to 
develop problem solving skills to reduce or avoid exacerbation of the symptoms; and to 
identify ways the person can measure their success at applying their self-management 
strategies. Rather than being a separate programme the person attends, these 
components are threaded throughout their treatment sessions to enable the self-
management skills to be taught. It involves discussion with the person about their 
experiences between treatment sessions and how they managed their LBP in various 
situations (Hutting et al., 2019).  
Johnston, Jull, Sheppard, and Ellis (2013) also propose some strategies for incorporating 
self-management components within normal clinical practice. They suggest that self-
management is facilitated by the health professional teaching the person how to 
minimise or avoid the pain in their particular situation, and where to seek further 
information or assistance as required. Any exercise programme should be designed by 
both the person and the health professional together, with the person’s interests, 
lifestyle, occupational demands, age and injury status taken into consideration. 
Engaging the person in decision making as to the timing, frequency and type of exercise 
will also enhance self-efficacy and ownership of the rehabilitation process (Johnston et 
al., 2013).  
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Kongsted et al. (2021) provide some guidelines of how self-management strategies can 
be implemented into daily physiotherapy clinical practice. They suggest that moving the 
focus of treatment towards person-centred self-management may require a paradigm 
shift away from clinician–led management, but with simple changes it is possible. The 
changes they propose include involving the person in the decisions about their care, 
using exercises as part of problem solving, and using the person-centred goals to define 
the results of the treatment. The changes also require organisational support in clinics 
and health systems. Health professionals will need support and training in effective 
communication skills, behavioural change techniques, and in working in person-centred 
care. The greater challenge is that health system funding models will need changing in 
recognition of the longer time frame effective person-centred self-management 
requires, within each treatment session, and to allow for proactive follow up (Kongsted 
et al., 2021).  
2.3.2 Enabling people with LBP to engage in self-management 
In order for a self-management approach to be effective, it is important that the person 
with LBP is able to understand their choices and to be involved in the process. Within 
the literature there are five main principles which have been identified to enable people 
with LBP to engage in self-management: 
2.3.2.1 An explanation and a specific diagnosis are given 
In contrast to health professionals recognising that 90% of LBP is diagnosed as non-
specific (Koes et al., 2006), people with low back pain desire an explanation of the cause 
of the pain and to be given a specific diagnosis (Ali & May, 2017; Amonkar & Dunbar, 
2011; Braeuninger-Weimer, Anjarwalla, & Pincus, 2019; Darlow et al., 2013; Edward, 
Carreon, Williams, Glassman, & Li, 2018; Hoffmann, Del Mar, Strong, & Mai, 2013; Lim et 
al., 2019; MacKichan, Paterson, & Britten, 2012; Stenner et al., 2015). MacKichan et al. 
(2012) found that people gained confidence in engaging in self-management for their 
LBP when they receive a specific diagnosis, and are cautious to engage in self-
management when there was diagnostic uncertainty. The systematic review by Lim et 
al. (2019) found that people with LBP became frustrated when no specific diagnosis was 
given, and people believed imaging was an essential component of the assessment and 
diagnostic process. They found that when no specific cause for their pain was given, and 
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no imaging offered to validate their experience, people with LBP had low confidence in 
the health professional’s competence and ability, and were less likely to engage in self-
management due to a lack of trust and respect (Lim et al., 2019). 
2.3.2.2 Specific, individualised self-management strategies are taught 
People with low back pain want to be taught specific self-management strategies, which 
are personalised for their individual circumstances for managing the current episode of 
LBP as well as future recurrences (Ali & May, 2017; Briggs et al., 2012; Hutting et al., 
2019; Lærum, Indahl, & Skouen, 2006; Lim et al., 2019; MacKichan et al., 2012). Fu et al. 
(2018) found that people with LBP were more likely to engage in self-management 
when trust in the health professional was enhanced by specific information being given 
about the impact of the LBP on their particular life circumstances. It was further 
enhanced when clear instructions concerning the relevant self-management skills were 
shared. The systematic review by Lim et al. (2019) identified that people with LBP 
valued information that did not conflict with their own experience, and wanted practical 
strategies for their specific life circumstances, such as their work environment and 
responsibilities. The mixed-methods cohort study by Briggs et al. (2010) examined 
health literacy in 56 people with chronic LBP. They found that lifestyle commitments 
and financial burdens influenced the ability of people with LBP to engage in self-
management. The specific self-management advice being shared therefore had to be 
individualised for the person’s life circumstances and address their personal barriers, 
and clearly articulated, using simple language (Briggs et al., 2010). 
2.3.2.3 There is mutual trust and respect between people with LBP and the health 
professional 
In order for people with LBP to engage in self-management, there must be mutual trust 
and respect between themselves and the health professional (Fu et al., 2018). Lærum et 
al. (2006) in their qualitative study of 35 patients with chronic LBP observed that 
people with LBP placed importance on how well the health professional showed 
empathy and used active listening skills during the consultation. Darlow et al (2013) 
explored the beliefs people had about LBP in their qualitative study involving 12 people 
with acute LBP and 11 people with chronic LBP. They found that people with LBP 
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tended to reject the treatment advice if they doubted and did not trust and respect the 
competency and ability of the health professional. 
2.3.2.4 People with LBP are involved in setting realistic treatment goals and 
developing their action plan 
When people with LBP are involved in the process of setting the treatment goals and 
developing their action plan they are more likely to engage in the self-management 
process (Abbey & Nanke, 2013; Fu et al., 2018; Hutting et al., 2019; Johnston et al., 
2013). Fu et al. (2018) found that people with LBP described the goal-setting process as 
the initial activity to engage them in self-management. It was important that the goals 
were personal, relevant, and achievable within their own circumstances and lifestyle 
restraints (Fu et al., 2018; Hutting et al., 2019; Johnston et al., 2013; Lorig & Holman, 
2003). 
2.3.2.5 Behavioural changes are identified and enacted  
As previously mentioned, self-efficacy involves people having the belief and confidence 
in their ability to alter their behaviour in order to achieve desired outcomes (Bandura, 
1977; Lorig & Holman, 2003). In the situation of LBP, an example could be when a 
person is experiencing pain sitting relaxed in a chair they decide to change their posture 
or stand up and go for a walk. To encourage this ability to change behaviours as 
required, health professionals need to ensure that any self-management approach they 
use enables people with LBP to be reassured and supported in their self-efficacy. The 
self-management skills including problem solving, decision making, resource utilisation, 
action planning, reflection, and behavioural change are encouraged and supported 
throughout the treatment journey (Hutting et al., 2019). Proactive follow up, including 
phone calls or emails, is also encouraged to ensure the person with LBP has continued 
support for ongoing behavioural change to achieve their goals and to address the social, 
emotional and physical impacts of their LBP (de Silva, 2011). The self-management 
approach also needs to help people understand the impact of their behaviours and to 
know the reasons for the advice given (Ali & May, 2017; Argent, Daly, & Caulfield, 2018; 
Briggs et al., 2010; Hoffmann et al., 2013; Hutting et al., 2019; Lærum et al., 2006; 
Stenner et al., 2015; Traeger et al., 2015).  
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2.3.3 Physiotherapists support of self-management in LBP 
In the literature there appears to be little evidence that physiotherapists understand 
and implement all aspects of supporting self-management for people with LBP. 
Physiotherapists regularly use exercise as a treatment modality and provide education 
about the LBP (Alshehri, Alzahrani, Alotaibi, Alhowimel, & Khoja, 2020; Crowe, 
Whitehead, Gagan, Baxter, & Panckhurst, 2010; Hendrick, Mani, Bishop, Milosavljevic, & 
Schneiders, 2013). But there is little evidence that the practical support of the person 
with LBP learning the self-management skills to enhance self-efficacy is implemented. A 
qualitative study by Hutting et al. (2020) conducted in the Netherlands explored ideas, 
opinions and methods that physiotherapists used to provide support for self-
management in people with LBP. Through online questionnaires, data were gathered 
from 38 physiotherapists, and the authors concluded that most physiotherapists 
provided patient education rather than self-management support. Cooper, Smith, and 
Hancock (2009) and Crowe et al. (2010) both found that the self-management skills that 
people with chronic LBP described were self-taught rather than encouraged and 
developed by their treating physiotherapist. 
2.4 Gaps within the literature  
Although there is widespread acceptance of the role of self-management in chronic 
conditions, there is little evidence in the literature of physiotherapists implementing the 
strategies required to support self-management for people with LBP. To encourage 
physiotherapists to support people with LBP to acquire the necessary skills to enable 
effective self-management, it is important to understand their current attitudes and 
beliefs towards supporting self-management for people with LBP. To date there are no 





This chapter describes the study design chosen for this study, the philosophy 
underpinning the methodology used, the details of the method, and the data analysis 
process involved in the study.  
3.1 Study Design 
3.1.1 Description 
The study design chosen for this qualitative study was Interpretive Description (ID) 
(Hunt, 2009; Thorne, Kirkham, & O'Flynn-Magee, 2004). In qualitative research there 
are several types of study design. Ethnography study design emerged from the field of 
anthropology, which explores culture and human variations. The phenomenology study 
design explores the lived experience of individuals and emerged from philosophy. From 
sociology emerged the grounded theory study design which explores and builds new 
theories (Bradshaw, Atkinson, & Doody, 2017; Thorne, Reimer Kirkham, & Macdonald-
Emes, 1997). In the 1990’s Thorne and colleagues acknowledged the challenge of 
applying those designs into a relevant clinical content for nursing and other areas of 
health care (Hunt, 2009; Thorne et al., 2004; Thorne et al., 1997). Thorne et al. (1997) 
found that the complexities of human health and illness experiences were not 
adequately addressed by any of those traditional study designs so proposed their new 
design, which they called Interpretive Description(ID). ID allows in-depth interpretation 
of qualitative data, to capture themes and patterns described by individuals with the 
purpose of developing knowledge that will inform and influence clinical practice and 
understanding within nursing and areas of health care (Hunt, 2009; Thorne et al., 2004). 
ID is adaptable and has guiding principles rather than a rigid framework to follow 
(Thorne et al., 2004; Thorne et al., 1997). The key differences between ID and other 
qualitative descriptive designs (Bradshaw et al., 2017; Sandelowski, 2000) are that its 
principle purpose is to influence clinical practice, its findings are based on the 
researcher’s interpretation of the data, and it acknowledges the strong influence the 
researcher brings to the study due to their own clinical experience and knowledge 
(Hunt, 2009). As the research question for this study explored physiotherapists’ 
attitudes and beliefs about supporting self-management for people with LBP, and the 
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desired outcome was to inform clinical practice, we decided that ID was the appropriate 
qualitative study design to use. 
3.1.2 Key components of Interpretive Description and relevance to this study 
The purpose of ID is to inform and influence existing clinical knowledge rather than to 
develop new theories. Thus, the beginning point of research using ID is establishing 
what is already known or is common practice (Thorne et al., 1997). The research 
question should make logical sense and aim to extend the current understanding of that 
clinical practice (Thorne, 2016). The study framework is then built to reflect the process 
of gathering and analysing the data that is relevant to that beginning point. The 
beginning point for this study was two-fold. Firstly, it was based on the knowledge that 
LBP is the leading musculoskeletal cause of disability in New Zealand (Institute for 
Health Metrics and Evaluation, 2019) and internationally (Buchbinder et al., 2013). 
Secondly, it was based on the knowledge that self-management has been shown to be 
effective in reducing pain and disability in LBP (Du et al., 2017; Liddle et al., 2007; 
Oliveira et al., 2012; Traeger et al., 2015). That knowledge led to our aim to explore the 
attitudes and beliefs of physiotherapists towards supporting self-management for 
people with LBP. Such research may identify any issues that could be addressed to 
encourage a self-management focus within clinical practice. 
The sample selection process in ID is influenced by what is appropriate for the research 
question. There are three main types of sampling used within ID (Thorne, 2016). The 
first is convenience sampling whereby participants who are closest to the phenomenon 
being studied are the most appropriate to be involved. The second is purposive 
sampling where participants are recruited according to predictable variations as part of 
the design phase of the study. And the third is theoretical sampling whereby 
participants are targeted once data analysis has begun and certain variables are deemed 
important to be involved to test the categories and themes that are being discovered 
(Coyne, 1997; Thorne et al., 1997). The specific positions and experiences that each 
participant represents cannot be known until the data collection has begun, therefore 
the sample selection process within ID is adaptable and allows for targeting of 
participants to widen the sample set as required. Once the data collection and analysis 
processes are underway, potential participants who have knowledge and experience in 
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the subject being studied can be invited to be involved if the variables they represent 
have not already been included in the sample set (Thorne et al., 1997). For this study 
purposive sampling was used to enable identified physiotherapists to be invited to 
participate based on the variables they represent. 
Due to the purpose of ID being to understand and influence clinical practice, data 
collection is commonly achieved through interviews, participant observations, focus 
groups, or documentary analysis to enable clinicians to provide the data (Hunt, 2009; 
Thorne et al., 2004). Semi-structured interviews are considered a valuable tool within 
qualitative descriptive approaches as they encourage depth and openness, enabling the 
participants to express themselves freely, thereby allowing for data richness to be 
gathered (Bradshaw et al., 2017). Our study was conducted during the global Covid 19 
pandemic and there was a risk that planned focus groups would be affected by sudden 
lockdowns and restrictions. We therefore chose to use semi-structured interviews via 
video-conferencing which were able to be quickly rescheduled if required. An interview 
guide was developed for use in this study to provide direction for the interview and to 
ensure that the focus remained on the research topic (Bradshaw et al., 2017). 
One important aspect of ID that sets it apart from other qualitative description designs, 
is its strong emphasis on the iterative reasoning process (Thorne, 2016). This process 
explores the transcribed data multiple times, allowing the initial theoretical coding 
scaffold to transform into the researcher’s own interpretation and understanding. The 
researcher asks the broader questions of ‘what is going on here?’ and ‘what am I 
learning about this?’ throughout the analytical process. It uses the process of inductive 
reasoning to form patterns from specific observations. The end result of the process is 
not to form a new theory but to influence clinical practice (Hunt, 2009; Thorne et al., 
2004; Thorne et al., 1997). This process was followed during the data analysis phase of 
this study. 
3.1.3 Philosophical considerations 
Philosophical assumptions underpin qualitative research to ensure the study design, 
framework, and data analysis are appropriate and robust (Bradshaw et al., 2017; 
Mackey, 2005). Shaw and Connelly (2012) suggest that clear connections are needed 
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between the underpinning philosophies of the study design and the decisions made 
throughout the research process, including the philosophical opinions on epistemology 
and ontology.  
Ontology refers to beliefs about the physical world (Shaw & Connelly, 2012), exploring 
the question ‘what can be known about reality?’ (Ponterotto, 2005). ID is aligned with 
interpretative naturalistic philosophical orientations (Thorne et al., 2004) and as such 
follows the ontological constructivist position. That position believes that reality is 
subjective and is influenced by an individual’s experience and perceptions, the social 
environment, and any interaction between the individual and the researcher 
(Ponterotto, 2005). As responses and beliefs are socially influenced, the mere 
interaction between the interviewer and the participant could influence the data being 
collected. For example, the data collected by one interviewer in a particular setting 
could be different than the data collected by another interviewer in a different setting 
using the same interview guide. 
ID recognises that the personal connection between the interviewer and the participant, 
and the environment of the interview, will influence the information shared by the 
participant, as well as the interviewer’s interpretation of that information. It is therefore 
important that the interviewer ensures their own personality and style does not 
influence the direction of the interview (Thorne, 2016). Potential influences were 
addressed in this study by the interviews being conducted via video conferencing. This 
enabled the participants to set the time and venue for their interview to ensure they 
were comfortable and in familiar surroundings. All participants were used to video-
conferencing as a result of the national lockdown in response to the Covid 19 global 
pandemic, which occurred a few months prior to the interviews. During the interviews I 
also ensured that the participants were able to speak freely and did not add my own 
thoughts to the discussion. This was to address the potential influence that my own 
personality, style, and professional belief system could have had on the interview. 
Epistemology refers to beliefs about knowledge and objects around us (Shaw & 
Connelly, 2012). The interpretative naturalistic philosophical orientation of ID follows 
the epistemological belief that the researcher’s values and lived experiences cannot be 
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separated from the research process (Ponterotto, 2005). Due to the strong focus of the 
researcher’s interpretation of the data within ID, it is important that the researcher’s 
own clinical experiences and values are acknowledged and described when presenting 
the findings (Thorne, 2016). This acknowledges the researcher’s potential influence on 
the findings of qualitative research and ensures transparency, trustworthiness, and 
rigor of the research (Bradshaw et al., 2017). Thus my own personal statement is 
included in this thesis, as are statements from both my supervisors who were involved 
in the analysis of the data. Likewise, it was recognised during data analysis that the 
participant’s clinical values, attitudes, beliefs, and lived experiences were closely 
related. 
These ontological and epistemological beliefs utilised in ID draw on the philosophy of 
Martin Heidegger (1889 – 1976) who advocated that humans are constantly 
interpreting the meaning of the world around them and trying to understand the 
essence of ‘being’ (Shaw & Connelly, 2012). Heidegger’s philosophical approach focuses 
on the description of everyday life and the interpretative basis for understanding, to 
reveal that which is already understood (Mackey, 2005). Therefore, the focus during the 
ID data analysis process is on exploring the reasoning behind the phenomenon being 
examined. This will then inform clinical practice at a more significant level than a 
description of the practical aspects of the phenomenon. In our study, during the 
iterative analytical process themes were explored that examined the reasoning behind 
what the participants were describing in the stories and information shared rather than 
the actual clinical components. 
3.1.4 Personal statements 
The development of the research question exploring physiotherapists’ attitudes and 
beliefs towards supporting self-management in people with LBP, arose as a result of my 
30+ years of clinical experience utilising the McKenzie approach of mechanical 
diagnosis and therapy (MDT) (McKenzie & May, 2003). As an undergraduate 
physiotherapist I was taught that there was no effective treatment for low back pain. 
However, during my final year musculoskeletal clinical placement I observed patients 
rapidly improving using self-management strategies in a clinic which used the McKenzie 
approach. I began post-graduate education in MDT within the first year following my 
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graduation and within 2 years I began working for the McKenzie Institute International 
in one of their clinics in Wellington. As a young physiotherapist I was therefore exposed 
to international conferences, current research, experienced clinicians throughout the 
world, and was mentored by Robin McKenzie. These opportunities influenced my 
clinical practice and personal philosophy of believing that the majority of LBP is 
mechanical in origin and therefore can be influenced by certain movements and 
positions, even if we cannot identify the exact structural cause in each person. In 
addition, I believe that people have the ability to treat themselves if they are supported 
to do so. For that to happen, we need to identify possible causes of their low back pain, 
communicate the information effectively, and build a therapeutic relationship based on 
trust and respect. I also believe that one of our key roles as physiotherapists is to 
effectively and efficiently identify people who need further investigations and other 
interventions, and avoid providing unnecessary and excessive treatment.  
As my thesis supervisors, MP and GS, were involved in the data analysis, it is also 
important to acknowledge their personal beliefs about LBP and self-management. MP is 
a Senior Lecturer in the Otago University School of Physiotherapy , experienced 
physiotherapist and researcher with mixed methods expertise in self-management 
research. She has worked in both private and public musculoskeletal physiotherapy 
practice and still teaches in this area via supervision of student clinical education. GS is 
an Associate Professor in the School of Physiotherapy, exploring the use of patient 
education and self-management for patients with musculoskeletal pain/injury using 
qualitative and quantitative research methods. She teaches Musculoskeletal and Sports 
Physiotherapy at under- and post-graduate levels. 
In recognition of the influence our personal belief systems could have on the data 
collection and analysis processes of our research, the following steps were incorporated 
into the study: 
• The interview guide was written with open questions that were non-leading. 
• Neutral facial expressions were adopted during the interview process. 
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• The transcripts were checked by my supervisors to ensure there were no leading 
questions or prompts. 
• Reflective memos were written after each interview, acknowledging any bias I 
may have had towards the participants’ perceptions are found in Appendix Six. 
• Reflective statements were written throughout the research process and are 
included in Appendix Ten 
• The data analysis process was not completed in isolation but in conjunction with 
my supervisors 
• The final results were sent to the participants for their feedback (see appendices 
Eight and Nine).  
3.2 Method 
3.2.1 Ethical and cultural considerations 
3.2.1.1 Cultural considerations 
In accordance with the University of Otago’s memorandum of understanding with Ngāi 
Tahu (Te Rūnanga o Ngāi Tahu & University of Otago, 2013), a submission was made on 
22 February 2020 to the Ngāi Tahu Research Consultation Committee for approval. The 
identified area of interest for Māori related to any attitudes and beliefs that were 
revealed that raised or addressed any health inequity issues or cultural biases. It was 
hoped that by using a sampling frame the group of participants would be a 
representative cross-section of physiotherapists throughout New Zealand and inequity 
and cultural bias issues may be revealed. 
Feedback received from the Ngāi Tahu Research Consultation Committee after their 
meeting on 10 March 2020, was positive and supportive (Appendix One). They 
suggested dissemination of the findings of this research to the relevant Māori health 
organisations, including Taeora Tinana, and Māori physiotherapists within 
Physiotherapy New Zealand. 
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3.2.1.2 Ethical considerations 
As the study did not directly involve patients, submission was made to the University of 
Otago Human Ethics Committee under category B, which sought departmental approval 
from the University of Otago School of Physiotherapy on 5 March 2020. 
The ethical considerations identified and means of addressing them were: 
1. Informed consent to be involved in the study and for their data to be used. To 
address this written informed consent was obtained prior to sending out the 
online demographic survey. 
2. Personal identification of the participants. To address this each participant was 
assigned an unique number once the signed consent form was returned. This 
number was used on all data to ensure it was anonymised and the individual 
identity of the participants preserved in the study. Excerpts from the interview 
used to validate the findings of this research were anonymised, and any 
information in the excerpt which could identify the participant was removed, for 
example the name of a city or practice, thereby protecting the individual identity 
of the participants. The external transcriber was only sent the audio recording 
from the interview, not the video recording, to prevent them from being able to 
identify the participant. 
3. No sensitive information was being sought in the interviews as the research 
topic was about their professional approach to the topic. However, it was 
recognised that due to external circumstances a participant may feel emotionally 
overwhelmed during the interview process. To address this each participant was 
informed in the information sheet and at the beginning of the interview that they 
could decline to answer any question or withdraw from the study at any time. 
The interviewer was also prepared to advise them to seek appropriate 
professional support through their local general practice if required. 
4. The $25 Prezzy card could bias the results. To address this participants were 
informed that the Prezzy card was in lieu of refreshments during a face to face 
interview and was a token of appreciation for their involvement. 
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Approval was given by the University of Otago Human Ethics Committee on 21 May 
2020 with the reference number D20/149 (Appendix Two). 
3.2.2 Participants 
3.2.2.1 Sampling 
We used purposive sampling to select a diverse group of participants (Bradshaw et al., 
2017; Coyne, 1997). Variables in the sampling frame included ethnicity, post-graduate 
qualifications, age group, and geographic location as we wanted to gather data from a 
wide cross-section of physiotherapists throughout New Zealand. The information 
gathered was used to determine whether the participant fulfilled the 
inclusion/exclusion criteria. As per the ID study design, once the interviews had 
commenced the sampling frame was used to identify variables which had not been 
represented and potential volunteers were directly invited to participate in the study 
either through personal contact by the researchers or by the snowballing effect of 
participants approaching their colleagues. For example, physiotherapists who worked 
within a District Health Board (DHB) were invited to participate once it was identified 
that most participants already interviewed worked in private practice and that this data 
would be valuable for inclusion. 
The targeted sample size was set to 15-20 participants, which met recommendations 
within the ID study design and is considered a sufficient size to determine the 
implications from the research (Teodoro et al., 2018). This sample size was selected on 
the basis that LBP is a commonly treated condition within New Zealand physiotherapy 
practices and therefore conducting in depth interviews with 15-20 physiotherapists 
would be sufficient to identify findings which could influence wider clinical practice 
(Thorne, 2016). ID does not require data saturation to be reached as it recognises that 
the nature of clinical practice is such that a group of participants will never fully 
represent the whole profession or clinical setting, but the in depth interviews of the 
selected sample size will be sufficient to provide insights which can inform clinical 
practice (Thorne, 2016).  
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3.2.2.2 Inclusion and exclusion criteria 
In recognition of the ID study design requiring participants who had experience in the 
clinical area being investigated, participants were New Zealand-registered 
physiotherapists who fulfilled the following criteria: 
Inclusion criteria: 
• Currently working in the field of musculoskeletal physiotherapy. 
• Treat people with low back pain on a regular basis – for a minimum of 25-
30% of clinical work load, based on self-report. 
• Were available for a one-hour interview and had access to a computer or 
mobile device for an e-conference interview such as Zoom or Skype. 
Exclusion criteria: 
• The sampling frame had already identified sufficient participants with 
same variables. 
3.2.2.3 Recruitment  
Volunteers were sought through email and social media advertisements from the 11 
Physiotherapy New Zealand (PNZ) branches throughout New Zealand (Appendix 
Three). The initial email was sent to local branch officials on 20 July 2020 and included 
a link to the Otago University School of Physiotherapy research webpage containing the 
information sheet and contact details. A notice about the study was also placed on the 
PNZ website. 
As the interviews progressed, we identified and contacted potential participants to fulfil 
the sampling frame variables. The snowballing effect also was used in which 
participants contacted their colleagues and they then contacted us if they were 
interested and fulfilled the set criteria. 
When participants were known to us care was taken to minimise coercion, allowing 
them to decline easily if so desired. Care was also taken to ensure a professional 
approach was maintained throughout any correspondence and during the interview. 
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3.2.3 Procedures  
3.2.3.1 Screening 
Volunteers who responded to the email and social media advertisements were 
contacted to be thanked for their interest, to be given details about the study purpose 
and their involvement requirements, and to determine their variables for the sampling 
frame. If their variables matched the frame and they fulfilled the inclusion criteria, they 
were sent an email inviting them to participate in the study with an information sheet 
and consent form attached. The signed consent forms were accepted as scanned and 
emailed documents via return email. A follow-up email was sent 2 weeks later if no 
further communication had been received. If no further communication was received 
following that email no further attempt to contact the potential participant was 
undertaken. 
3.2.3.2 Data Collection 
Once the signed consent forms had been received, an unique number was assigned to 
each participant and a link to an online demographic data survey was emailed to the 
participant. The questions asked in the survey are shown in Appendix Four. The 
variables that were sought were gender, age, ethnic group, geographical location, type 
of clinical setting, number of years of clinical experience, and post-graduate education 
undertaken. The ethnic groups were the Level 1 Statistics NZ definitions (Statistics NZ, 
2017a), and age groups were identical to those used by the Physiotherapy Board of New 
Zealand (Physiotherapy Board of New Zealand, 2021). The urban settings were defined 
by the Statistics NZ Statistical Standard (Statistics NZ, 2017b, p. 15). After the online 
survey had been completed, an interview was scheduled at a mutually agreeable time 
and day. 
The interview was based around the interview guide and was approximately one hour 
in length. Only the interviewer (CM) and the participant were present. The interview 
was undertaken via a recorded e-conference meeting, with the Zoom software 
programme (Zoom Video Communications Incorporated, USA). This programme was 
chosen due to its availability and accessibility and it enabled physiotherapists from 
throughout New Zealand to participate. I was prepared to allow time to familiarise the 
participants with the video-conferencing, to ensure that each participant was 
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comfortable and familiar with the platform. This was in recognition of the ontological 
constructivist position of the effect the social environment can have on the participant’s 
sense of reality (Ponterotto, 2005). However, due to the global pandemic lockdown 
which occurred prior to the interviews being undertaken, all participants were familiar 
with video conferencing and no extra consideration was required to ensure the 
participant felt comfortable with the platform. At the end of each interview the recorded 
audio file and video file were downloaded from the Zoom website (Zoom Video 
Communications Incorporated, 2011) and stored on the interviewer’s password-
protected computer. Once all data analysis was completed these files were deleted to 
ensure confidentiality of the participants was maintained. No repeat interviews were 
required. 
3.2.3.3 Interview guide 
A semi-structured interview guide was developed (Appendix Five) with three sections 
reflecting the aims of the study:  
1. To explore physiotherapists’ understanding of the natural history and 
prevalence of LBP, and their understanding of the global burden of this 
condition.  
2. To ascertain physiotherapists’ knowledge of self-management concepts for LBP. 
3. To explore how self-management for LBP is supported within present 
physiotherapy practice. 
To enable the exploration of the participants attitudes and believes, they were 
encouraged to share any personal experience they had with LBP and to tell a story of a 
patient they had recently treated where self-management was incorporated into their 
treatment. The interview guide included the main questions that could be asked, 
supplement questions to be asked if enough information was not freely being given, and 
the purpose of each section of the interview to enable the interviewer to remain focused 
on the research question. The interview guide was then tested for interpretability by an 
independent physiotherapist who did not participate in the study, and amendments 




Following each interview, a reflective memo was written in accordance with the ID 
study design. This memo consisted of my impressions of the participant’s answers in 
the context of research question and any emerging themes. Care was taken to ensure 
the impressions were not personally judgemental of the participant or their experiences 
and recognition was made of any influence my own personal background and 
experience could have on the data analysis phase.  
The recording of the interview was transcribed, as was any reflective notes taken by the 
interviewer. The Zoom programme (Zoom Video Communications Incorporated, 2011) 
includes an automatic transcription function which provided the initial document to be 
edited via play back of the recorded video or audio file. This transcription process was 
predominantly undertaken by the interviewer to enable familiarity of the data as is 
recommended within ID (Thorne, 2016), with the last seven transcriptions being out-
sourced to a professional transcriber and a confidentiality agreement signed. 
A $25 Prezzy card was sent to each participant to thank them for their involvement 
once the interview had been completed. 
In keeping with the ID guidelines, the individual transcripts were not sent to the 
participants to check after each interview. The reason for this is that due to nature of 
the semi structured interviews, contradictions may occur if participants are asked to 
check their transcripts for credibility even though they are a direct description of the 
interview (Thorne et al., 1997). 
3.3 Data Analysis 
Data analysis in ID occurs via the iterative reasoning process (Thorne, 2016). The 
interview transcriptions were read multiple times in their entirety, with MP, GS, and 
myself asking the broader questions of ‘what is going on here?’ and ‘what am we 
learning about this?’ (Thorne et al., 2004). The transcriptions were coded and 
categorised to allow common trends to be identified. These common categories were 
then explored across the transcripts. 
34 
 
In ID it is important that the process of inductive reasoning is used to form broader 
patterns from specific deductive observations (Hunt, 2009; Thorne et al., 2004; Thorne 
et al., 1997). The initial theoretical scaffolding or thoughts about what trends and 
themes are being discovered, need to be allowed to evolve as further reading, analysing, 
and discussing occurs (Thorne et al., 2004). I sent the completed anonymous transcripts 
to each member of the research team. MP read all the transcripts and coded 11 of them. 
Coding of each transcript was completed by myself using the NVivo software®. Regular 
research team meetings via Zoom (Zoom Video Communications Incorporated, 2011) 
were held throughout the data analysis phase to support the process of reiterative 
analysis and to challenge assumptions being made. This enabled a deeper interpretation 
of the data to occur and for the richness of the data to be fully explored (Thorne et al., 
2004) as the themes defined and the clinical implications were determined. 
Following completion of the data analysis, the findings were sent to all participants for 
their critical consideration and feedback (Appendices Eight and Nine). 
3.4 Trustworthiness 
It is important in qualitative research that the conclusions drawn are shown to be a 
truthful, trustworthy representation of the information gathered (Bradshaw et al., 
2017). The key elements of trustworthiness are credibility, transferability, 
dependability, and confirmability (Bradshaw et al., 2017; Thorne, 2016) and we 
carefully considered those elements throughout our research process. The interview 
guide was tested by a physiotherapist who did not participate in the study. The 
interviews were conducted in an open, non-judgemental manner and were recorded. 
The transcripts were checked with the interview recording to ensure they were an 
accurate representation. Personal statements and reflective memorandums written by 
myself have been included to acknowledge personal bias on the interpretation of the 
data collected. The iterative analysis process was done collectively by our research team 
with robust discussions held to challenge the coding and the discovered themes. The 
overall findings were sent to the participants for their critical consideration and 
feedback. And finally, we have included quotations from the participants to 
demonstrate the consistency between our findings and the data.  
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4 Results  
4.1 Participants 
4.1.1 Recruitment 
Eleven participants responded to the initial email and social media advertisement. Of 
these, one did not return the consent form and one did not attend their scheduled 
interview. In an attempt to match variables not already fulfilled in the sampling frame, 
MP and GS shared the advert with relevant groups, for example members of a 
musculoskeletal special interest groups. CM also discussed the purpose of her research 
with colleagues when asked. A further 12 participants expressed interest following 
these group emails or discussions. Of these 12, one did not fulfil the inclusion criteria of 
their clinical load being at least 25-30% people with LBP. Three other participants did 
not return consent forms after showing initial interest. The total number of participants 








4.1.2 Demographic data 
The demographic data collected is shown in Table 1 on page 36. Ten (59%) of the 17 
participants were male, 15 (88%) were New Zealand European, and 12 (71%) lived in 
the North Island of New Zealand. The majority, (n=6, 35 %) were aged 45 – 54 years, 
with the next largest group, (n=5, 29%) aged 20 – 34 years. 
11 Physiotherapists responded 
to initial advertisement 
12 Physiotherapists interested 
after group emails and 
discussions 
1 did not return consent form 
1 did not attend interview 
3 did not return consent form 
1 did not fulfil inclusion criteria 
17 Physiotherapists were 
interviewed 




Sixteen participants (94%) lived and worked in a main urban area with a population 
greater than 30,000 people. One participant lived in a minor urban setting, with a 
population of approximately 5,000 people. 
Professionally, 15 (82%) worked in private practice, and two (12%) in a public hospital. 
There was a spread of years of clinical experience, with two (12%) participants having 
less than 5 years experience and five (29%) having more than 30 years. Four (24%) of 
the participants stated they had not undertaken post-graduate education, but in the 
interview all but one mentioned they had attended weekend courses from various 
physiotherapy organisations. Eight (47%) had completed a post-graduate diploma at a 
tertiary institution, and a further three (18%) had completed a Masters Degree. 
Table 1  
Demographic Data of Participants 
Category Details Number  Percentage 
Gender Male 10   59% 
Female 7     41% 
    
Age 20 – 34 years 5    29% 
35 – 44 years 2    12% 
45 – 54 years 6    35% 
55 – 64 years 3    18% 
65+ years 1      6% 
    
Clinical setting Private practice 14  82% 
DHB department 2    12% 
NGO and other 1     6% 
    
Years of experience 1-5 years 2   12% 
6-10 years 1     6% 
10 - 20 years 4   24% 
20-30 years 5   29% 
31+ years 5   29% 
    
PG qualifications PG cert 2   12% 
PG dip 8   47% 
Masters 3   18% 
PhD 0 0% 
None 4   24% 
Other 3   18% 
Note: ‘DHB’ = District Health Board, ‘NGO’= Non-




Certificate, ‘PG dip’ = Post-Graduate Diploma, ‘PhD’ = 
Doctor of Philosophy Degree 
 
4.1.3 The interviews 
The 17 interviews were undertaken between 31 July 2020 and 4 December 2020. The 
length of interviews ranged from 52 minutes to 100 minutes, with the average length of 
67 minutes.  
4.2 Themes 
Four themes were defined during analysis of the data (see figure 2 on page 38). Two of 
the themes related to LBP, and two to self-management. The LBP themes address our 
first study aim of exploring physiotherapists understanding of the cause, impact, natural 
history, and prevalence of LBP. They show that the participants had a good 
understanding and level of confidence about LBP, although their beliefs about the 
natural history and reasons for recurrences may be contrary to what is found in the 
literature. The two self-management themes address our second and third study aims of 
ascertaining physiotherapist’s knowledge about self-management and how self-
management is supported within their clinical settings. These two themes show that 
although the participants believed self-management to be important and had a key role 
to play in LBP, their lack of understanding of what it entails meant that it could not be 























Lack of adherence 
Apportioning responsibility 
Control of barriers 
LBP is complex 
Diagnostic challenge 
LBP has an impact 
Rapid resolution 
LBP is personal 





What self-management entails 





Figure 2  
Attitudes and Beliefs 
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4.2.1 Understanding LBP 
There are seven subthemes in this theme: 
4.2.1.1 LBP is complex. 
Participants described the diagnosis or contributing factors of symptoms of LBP to be 
structural, psychological, a combination of both, or generalised with no specific 
diagnosis possible. Most participants described the latter. A  number of participants 
were very confident in their ability to identify a structural source of the LBP whereas 
others were more hesitant.  
Back pain’s not a, it's not a condition, it's not a diagnosis, it's a 
syndrome. … So when we assess [people with] back pain, what we're 
looking to do is characterize it according to various pattern recognition 
programmes that we might use. So there are biomedical bases for back 
pain, and there are also biopsychosocial bases for back pain (P10). 
I think it’s multifactorial. I think you can look at [it] from different 
perspectives, you can look at [back pain] from a structural perspective 
and possibly the pathoanatomy around it and what may cause pain in 
terms of structure from the disc to the joints. But also I think other 
contextual factors definitely have a play in it. I think people do become 
sensitized as well, so it's more than just the local problem that we're 
dealing with. I think definitely other aspects that I don't think any of us 
really quite know what's happening, … have a factor in it in terms of 
contextual factors, stresses, mental health, having a rough time (P16). 
There was a recognition that there has been a paradigm shift within musculoskeletal 
physiotherapy from solely the biomedical pathoanatomical model towards 
consideration of pain sciences, recognising that mental, cognitive, and emotional factors 
can cause or influence LBP. 
There are people for whom there is something actually really biological 
and I think that we've got to be very careful that we don't miss the 
biological because our paradigm has shifted. So back when I trained 
the paradigm was biological, physical, anatomical. We've done this big 
shift with pain science into psychosocial and I think the truth lies 
somewhere in the middle (P5). 
Interestingly, participants who appeared to be most confident when discussing the 
potential cause of LBP were those who strongly believed in either a pathoanatomical 
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source of LBP or a pain neuroscience perspective. For example, those who believed in a 
pathoanatomical cause discussed likely injured structures, such as a lumbar 
intervertebral disc or the muscles, and described how their treatments focused on 
addressing those tissues.  
I think … it probably is mostly … disc-related because I think that's our 
most mobile structure and probably most at risk. It's a bit like, it's a 
tiny bit of injury, but you still get a lot of muscle spasm around it. So it's 
just, I think it means weak core. Sort your core out a bit better, protect 
your spine, you’ll do better (P9). 
Some participants accepted that structural causes were unlikely to be defined for 
individual patients. However, they suggested that uncertainty regarding a specific 
structural cause or diagnosis was unlikely to affect the outcome for the person with 
LBP. “If we can find directional preference, we know those patients have a good 
outcome and putting my hand over my heart and saying that is this structure we're 
affecting, we just cannot do that anymore” (P2). 
4.2.1.2 Diagnostic challenge 
All participants acknowledged that for many people with LBP the use of the term ‘non-
specific LBP’ was appropriate as the exact structural source of the LBP was unlikely to 
be identifiable. 
I don’t think we can be that specific with a lot of people, because we 
don't have the investigations straight in front of us. And even … when 
we do have the investigations there’s still no indicator to show you that 
that's actually what's going on (P17). 
But participants experienced a dilemma with knowing that a specific diagnosis is not 
possible nor relevant for many people with LBP, yet people with LBP expect a specific 
diagnosis. One participant described the discomfort of not having a clear diagnosis and 
admitted “this is something I struggle with actually and I try not to talk to my patients 
about exactly what’s happening” (P12). Other participants recognised that the lack of a 
specific diagnosis could be “potentially very negative in terms of recovery” (P10). 




Your clients want a diagnosis, they come to you, they want to know 
what's [happening]. If they can leave with a prognosis and a diagnosis 
[the] patient’s happy no matter what you do to them…. They want to be 
able to say when somebody says ‘oh what did the physio say?’, ‘oh 
[they] said [I’ve] got a joint strain in here’, you know, makes it sort of 
real for that person, I suppose (P17). 
Regardless of whether the person’s LBP was due to non-specific causes, some 
participants stated that they do not use the term ‘non-specific LBP’ in conversations 
with people with LBP. “It was the most terrible term to ever be invented. It's just a very 
frustrat[ing term], I think, if I was a patient being presented with the concept of 
nonspecific low back pain” (P14). 
Conversely, other participants felt that providing the person with a structural diagnosis 
could be detrimental to their recovery process, especially if people with LBP became 
fixated on that concept.  
With the patients where I've said specifically what's going on, they'll 
often latch on to that, and they'll [say] ‘oh I’ve hurt my disc’ and that 
sometimes sort of brings in catastrophising sort of thoughts if they feel 
like they're damaging something. So I think it's better if they don't, if 
they're not imagining that something's damaged in their back (P12). 
4.2.1.3 LBP has an impact 
All participants had an empathetic understanding of the impact LBP has on the person. 
Such impact included financial cost due to time off work, as well as emotional, 
psychological and social factors. They noted that LBP was “exhausting” (P12) and 
people with LBP were often fatigued. They also discussed how it can “affect a 
personality” (P14) and recognised that some people with LBP lose their self-identity 
due to the LBP. As one participant stated, “there's guilt, often. Guilt that they can't meet 
the demands of whatever that role might be. Embarrassment often too” (P7). Another 
participant described how a person can “lose themselves to the pain… they become 
defined by their pain and they don't actually know who they are without it” (P8). 
Many of the participants understood that LBP also influenced people around the person 
with LBP, such as their families, and noted that people with LBP might be “more grumpy 
with family” (P1). They suggested that this impact extended even further than 
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family/whānau, commenting that the “community does become affected” as people 
“disengage” (P14).  
The patient starts to get quite depressed because this pain is not going 
away and it's affecting their lifestyle and it’s affecting their relationship 
with their spouse and they haven't got the energy or ability to play 
with the kids or show general interest in life (P4). 
All the participants recognised that the prevalence of LBP was high, with the majority 
quoting a figure of 80-90% of the population being affected by LBP at some point in 
their life. As such, they understood the significant burden and “cost” (P7) LBP has on 
our health system and discussed “wait lists and wait times” (P7). They were concerned 
that LBP was perhaps not always managed in the health system as well as it might be, 
stating that “a large percentage of people end up on an orthopaedic surgeon’s waitlist 
for low back pain when they don’t need to be” (P7). Some participants suggested that 
LBP was disabling and frequently presents as one aspect of multimorbidity, and 
therefore the systems of managing LBP required reviewing. There is a relationship 
between this subtheme and the theme of the importance of self-management in LBP 
where it was recognised that self-management can reduce the negative impact of LBP 
on our health system and on individuals.  
I know it's not mentioned in the New Zealand Health Strategy. So we've 
got a kind of a problem with the fact that it's the number one cause of 
disability in this country yet nobody's recognized we need to do 
something about it in the next 20 to 25 years…. They're also 
considerably more likely to have other coexisting or health related 
comorbidities develop as a result of the debilitating impact of back 
pain on their lives, which means, again, they go on to consume more 
healthcare funding, a significantly larger portion of healthcare funding 
that has significant impact on the health resources of this country 
(P10). 
4.2.1.4 Rapid resolution 
Conversely, in direct contrast to understanding the disabling and significant impact LBP 
has on our health system and individuals, the majority of the participants mentioned the 
natural progression to full resolution within a “12 week timeframe” (P10) for most 
people with LBP. Participants considered that only a small portion of people have 
ongoing issues, and in the remaining “nine out of 10 times the person comes right” (P6). 
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Natural course is that it should get better, it should get better with 
time. Most of the time.…If your body is doing what it's meant to be 
doing, it will probably heal within… anywhere between six to 12 
weeks. But your body will come right. Your body's very clever and it 
will actually come to a point where it will come right and improve (P8). 
In contrast, a few participants suggested that, based on their clinical experience, the 
concept of natural resolution of back pain within 6-12 weeks could be “misleading” 
(P16) as it does not apply to most of their people with LBP who go onto have recurrent 
episodes. They suggested that discussing the natural history concept with people with 
LBP could affect the person’s “confidence in you” and look a “bit silly” (P10) when a 
reaggravation was experienced or if “grumbly back pain… interspersed with more acute 
pain” (P16) occurred. Thus, prognosis was considered by some to be a “bit of a 
minefield” (10). 
4.2.1.5 LBP is personal 
Despite differences in opinion about the cause of LBP and natural progression, all 
participants acknowledged that each person’s experience with LBP is personal. 
Consequently, many stated the importance of ensuring the education and treatment 
approaches should therefore be individualised for each person, avoiding standardised 
treatment and educational approaches. For example, one participant stated “I don't 
think it's one size fits all and there's one answer… for everyone” (P7). 
4.2.1.6 Variable role value 
A few of the participants described a lack of significance in their role as a 
physiotherapist treating LBP due to their understanding of the evidence that natural 
history will mean the majority of LBP will resolve by itself. As one participant 
mentioned, “You know it's self limiting very often and as long as we don't raise people's 
fears too much often it just comes better by itself” (P5). 
Others suggested that despite natural history, physiotherapy was important for 
reassuring people with LBP, supporting them to regain their movement, returning to 




I think our role is … education and reassurance … that they are okay to 
keep moving. Because I think it's going to get better, they do need to 
keep moving and keep on doing, like keep on working and doing 
meaningful sort of activity. So our role is really to educate them and 
kind of give them the confidence that they can get moving again … 
There are some cases where yes, we will need to refer them on for 
imaging and like we're ruling out if they've I don't know fractured it or 
if there’s cancer. I suppose our role is to screen for the red flags and 
doing onward referral if required as well (P12). 
Some recognised that treatment of LBP was difficult due to its complexity and were less 
confident about their skills to treat LBP effectively. One participant with more than 10 
years’ clinical experience discussed that “I think the more I learn about back pain, and 
the more back pain I get exposed to, the less I know. And the less I feel I have skills to 
manage it, because it's hard. It's very hard (P14). 
Conversely, there were others who had a high level of confidence in their ability and 
believed their input was highly significant to the person’s recovery stating that they 
“will be the fixer” (P5) and recounted their experiences that they “rescued people after 
they’ve had surgery” (P9). 
4.2.1.7 Experience matters 
Participants who had experienced a significant episode of LBP themselves appeared to 
have more confidence in understanding treatment that is helpful for LBP. When 
describing their own episode of LBP they found having a specific diagnosis, a clear 
treatment plan, and a confident therapist was important. As one participant suggested, 
“I guess that does heavily influence me..…trying to empower the person to recognize 
within themselves how to manage, control, and understand it is really important 
because that's what I learnt” (P10). 
Some recognised that what they did in the clinic was different to what they found 
helpful themselves.  
My physio was quite specific in what he … diagnosed. And I quite liked 
that. And it's funny I say that because I just said to be not very specific 
(laughing). So yeah, … that was something I did like. It was reassuring 
to know that it was just this structure and it wasn’t anything more. So 
that was good but also a plan, like just knowing what, where it's at 
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now, what the plan was for the next couple of weeks. That was really 
important as well (P11). 
Participants who had undertaken post-graduate education or attended continued 
professional development courses and were able to apply the gained knowledge 
clinically also appeared more confident when describing their treatment of LBP. They 
felt they had a “more eclectic view and …. using different tools from [their] toolbox, 
depending on the person that’s actually sitting in front to [them]” (P15). They had 
developed their own understanding of LBP and how to apply that in their clinical setting 
and considered their current practice to be evidence-based.  
I suppose I'm a real scientist, I don't like wishy washy. And I always 
[work] from a clinical reasoning perspective, I think it's the postgrad 
Musculo that did this to me, is you’ve got to be able to back up 
everything you're doing. And if I can't reason clinically myself why I’m 
doing something, why am I doing it? (P17). 
4.2.2 Apportioning responsibility 
There are 2 subthemes in this theme. Firstly, a number of participants felt that the 
existence of ongoing LBP issues were due to the person’s lack of adherence to the advice 
and exercises given to them, or a failure to modify their behaviour. Secondly, some 
participants felt that the barriers to recovery were under the person’s control.  
4.2.2.1 Lack of adherence 
A number of participants suggested that the reason the LBP for recurrence or 
persistence of LBP was the person’s lack of adherence with exercises and advice they 
had been given, or discontinuation of exercises once the symptoms had resolved. 
Similarly, responsibility to prevent future recurrences was apportioned to people’s 
successful adherence to the prescribed exercise programme. “I think it all depends on 
how good you are with getting better core function. If you're going to protect your 
spine, you'll do better, you won’t have so many problems with it” (P9). 
If they’ve developed that strength around that area after the initial one 
that they've got more protection. However, if they go six weeks and 
their pain goes away and they don't do anything they're far more likely 




Furthermore, a fait accompli with respect to LBP non-resolution was suggested by a 
couple of participants due to some people’s inability or unwillingness to take 
responsibility and care for themselves generally. “The high percentage of people that 
don't get better are the ones that probably don't look after themselves away from 
physio” (P17). 
They discussed that people returned to previous behaviours, habits or lifestyles and 
demonstrated limited adherence to long term behaviour modification advice “because 
of what they're doing in their workplace or in their sport or in their activity” (P15). This 
non-adherence might have led to persistent or recurrent LBP symptoms. 
I think people that have recurrent back pain, potentially it's something, 
similar sort of thing that's causing it each time, whether it is to do with 
a movement pattern or their postures or their loading through physical 
jobs throughout their life (P11). 
4.2.2.2 Control of barriers 
Some participants suggested that psychological or behavioural barriers to recovery may 
be under the person’s own control. For example, people with LBP who wanted to “take 
charge of their rehab” (P11) could have a quick recovery whereas people that lacked 
motivation or were fearful may not “allow themselves to get moving again” (P3). One 
participant described people who had ongoing pain as “non-copers” whereas people 
who only had LBP for a few weeks were “copers” (P16). Other stereotypical and 
pejorative perceptions included socioeconomic status positively influences motivation 
and outcomes. 
We are in a high socioeconomic area, so I appreciate we don't see all 
the chronic back pains that they might do out in the lower 
socioeconomic areas. And I think, to be fair, probably a lot of our 
patients are more motivated to … really get on with it (P4). 
Not all participants shared this belief, with some expressing an understanding of the 
complexity in the development of chronicity or recurrence of LBP. For example, one 
participant discussed co-morbidities, cognitive factors, and “blue and black flags” (P2) 
as reasons for ongoing or recurrent LBP and poor recovery. A different participant 
likened LBP to the “common cold” (P10). 
47 
 
I guess, it's context specific. In other words, individual specific. Some 
people do make a full recovery, experience an episode of back pain for 
which there are no exacerbations or periods of remission and 
reaggravation, they do recover fully and never experience back pain 
again in their life. For others, that's not the case, you know. For others, 
it seems to trigger, like you say a susceptibility to re-aggravation and 
re-sensitisation over the rest of their life. It comes and goes, like a 
common cold, depending on the stressors involved, the environmental 
stresses, the internal stressors. For some people, the symptoms 
become persistent so they don't seem to experience remission and 
exacerbation, they experience persistent pain, so pain is present, most 
of the time. So attempting to categorize between them, you know, 
we’re looking at highly individual presentations (P10). 
4.2.3 Self-management is important 
Within this theme there are three subthemes. 1) All participants recognised that self-
management was important and had a significant role to play in physiotherapy. 2) Self-
management was perceived as a means of reducing the financial burden on individuals 
and the health system. It was also seen as empowering patients, giving them a sense of 
control, thereby reducing the person-related impact of LBP. 3) Participants recognised 
that the physiotherapy profession has a role to play in promoting self-management. 
4.2.3.1 Reduce burden 
One of the key benefits of self-management that the participants described was the 
reduction of LBP burden on the health system and individuals and was considered a “no 
brainer” (P2). While participants noted that this would enable a reduction in financial 
burden, either by the person being able to return to work or a reduction in the need for 
health care, they also suggested it would create “healthcare which is patient-centred” 
(P2). If “dependency on the health care systems [could be reduced] by…improved self-
efficacy and self-management” (P16) it was perceived that it could mitigate some of the 
negative impacts of the LBP epidemic.  
I think economically for a start. If people can manage their injuries and 
their back pain well, there's going to be likely an economic impact on 
them personally that they’re going to hopefully be able to stay in work, 





Participants described the benefit to a person with LBP of the empowerment that self-
management can provide. By giving a person a sense of control over their LBP the 
participants believed that it was possible to reduce the impact of an episode of LBP, 
improve “agency” (P5) and a person’s “locus of control” (P8). This in turn can improve 
mental well-being and reduce the likely impact of emotional issues such as anxiety, 
depression, loneliness, catastrophising, and fear. 
Empowerment and that sense of self control. I want the patient to think 
‘I've got this. I've got the skills to manage this, to know how to respond 
to it, to think positively about it, to understand it using my own 
terminology, or my own background of knowledge in a way that allows 
me to control it and live my life like I want to live’ (P10). 
4.2.3.3 Physiotherapy role  
The participants expressed firm opinions about the important role physiotherapy can 
have in promoting and supporting self-management in LBP. Self-management was 
viewed as an essential factor in the future of physiotherapy and seen as the “path 
forward” (P5).  
If I look across the whole field of physiotherapy, which is vast and as 
we create our own body of knowledge, then I think absolutely, I cannot 
understand the situation where self-management is not at the very 
foundation of everything we do… As a body of health professionals, 
physiotherapists are interested in engaging our patients and working 
towards a model of self-management. I do just think that self-
management is at the core of everything we should be doing. (P2) 
However, a few participants were concerned that other physiotherapists lack an 
understanding of the value of self-management and what it entails in terms of 
behavioural modification and skills acquisition. They suggested that not all 
physiotherapists actively involve their patients in the “problem solving process ... and 
often give people the one size fits all approach” (P16). They considered that 
physiotherapists needed to be more educated about what self-management entails and 
how to deliver supported self-management with their patients. 
We really need to be working hard on redefining what [self-
management] means. The majority of participants will think it means 
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giving them advice about how to use a heat pack and some stretches 
and go for a 20 minute walk and take some paracetamol if they’re sore, 
but that's not walking the journey and empowering. Physiotherapists 
need to have the skills to understand how to work with people at a 
behavioural level, in an individual level, so that they can walk the 
journey with people and not just provide recipe-type advice to 
everybody, based on a fairly simplistic reasoning (P10). 
4.2.4 What self-management entails 
Within this theme there are three subthemes. Firstly, all participants believed exercises 
and education are key components of self-management. Secondly, only a few 
participants understood the self-management is complex and requires skill acquisition. 
Thirdly, participants were limited in their understanding about how to engage a person 
with LBP in supported self-management. 
4.2.4.1 The basics 
All participants mentioned exercises and education as key components of self-
management. The exercises given were dependent on the philosophy of treatment 
followed and were “a specific exercise programme for someone to be able to manage 
their pain or their injury away from the clinic” (P11). Exercises were given for 
strengthening weak muscles, retraining the core muscles, directional preference, pain 
relief, or for general mobility.  
We know through studies that the majority of patients are terrible at 
home exercise programmes. So if I'm going to give a person a home 
exercise programme I'll give them one or two exercises at the most.….. 
We want to do that early strengthening on them to give them a solid 
base, then we may give them a programme of self-management with 
their exercises and only give them one or two (P4). 
4.2.4.2 Key components 
A few participants understood the complexity of self-management beyond education 
and prescription of an exercise programme, of helping the people with LBP to have “a 
little toolkit that they can draw on” (P1). They understood that effective self-
management required behavioural change by “challenging their behaviours” (P8), 
supported practice of learnt skills, and active engagement. 
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That whole give a man a fish, you feed him for a day; teach a man to 
fish, you feed him for life. So you've actually given them life skills. They 
will actually be able to then continue to treat themselves (P8). 
A few participants mentioned the importance of the patient being involved in goal-
setting as an important component of self-management. 
I've got to take on board we're trying to tease out of them what they 
really want to be able to do and when they want to do it. And that can 
influence obviously how they're going to manage their back pain too 
(P17). 
However, one participant mentioned it was their responsibility to set the goals for the 
patient as they felt people with LBP lack understanding of the complexity of LBP. 
It’s ones [goals] that I set. Because the person's normal, the person 
usually just wants to say, when am I going to be normal, or when will I 
be better? And I say ‘you know, there's a path that these things tend to 
take and we hope you're going to fit into that path. But I'd like to think 
you can do x and x by such and such a date’ (P6). 
Only a couple of participants mentioned problem-solving and decision-making by the 
person with LBP as important components of self-management. One participant 
described helping the patients develop the decision making skills of “I can try this, I can 
try that, and look at how I’m doing things” (P1). It is this component of self-management 
that assists to develop the locus of control mentioned in the previous theme. 
He would go out on his mountain biking without telling anybody 
because people were saying to him ‘You shouldn't be doing this, you 
shouldn't be doing it!’ So it was more for him, the behaviour 
modification was more understanding the symptoms, understanding 
what makes you better, what makes you worse. The mountain biking, 
you know, ‘Should I keep mountain biking?’ ‘Absolutely! Do you enjoy 
mountain biking?’, ‘Yes’. ‘Does it aggravate your back or leg?’ ‘No’. You 
know, to me, that's an indication to reinforce that, and just awareness 
around symptom behaviour that that's the key thing (P2). 
However, other participants, as per the expert ‘prescription’ of exercises, felt it was 
their role to give clear instructions about what the person with LBP should be doing, 
without the opportunity for the person to develop confidence in their own problem 
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solving skills. “You go through your education of ‘Don't be bending or twisting or 
digging too much in the garden. This is what I want you to do instead’” (P9). 
 
4.2.4.3 Partnership 
Some participants explicitly recognised the importance of an effective patient-health 
professional partnership as being a key component in self-management. They 
recognised that trust needed to be built by effective communication and suggested that 
“listening, active listening and then active communication …really trying to create a true 
therapeutic alliance” (P2) was important. The participants recognised the importance of 
the relationship was one where ”they feel comfortable and confident…you build the 
rapport…they trust you” (P15). They discussed engaging with the individual and 
respecting the person with LBP’s perspective and situation, that it was important to 
“interact with that person on a level that the person feels listened to, feels heard and 
understood” (P10). 
Interestingly, one participant recognised the result of an ineffective patient – 
professional relationship as being a barrier to self-management engagement because 
“they might not have trust in you, they might not have respect for you. They might not 
believe the explanations that you're giving them” (P5). 
In contrast to the expert with paternalistic overtones attitude presented by some of the 
participants with respect to goal setting and exercise prescription, other participants 
acknowledged the importance of the patient-professional partnership being of equals. 
They suggested that it is important that the physiotherapist is “not being the dictator” 
(P16), that both the physiotherapist and the patient “are both equal partners in this 
(P2). 
4.2.4.4 Engagement 
When the participants were asked what were key factors that enabled people with LBP 
to engage with self-management, a few mentioned the importance of effective 
communication and building the patient-professional relations as already discussed. 
Most participants, however, only mentioned education as a key factor to enable 
engagement, “lots of education, it’s all education” (P3). They did, however, recognise the 
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importance of the education being specific and individualised as a requirement for the 
person to become engaged in the self-management process. One participant described 
the barrier to self-management that can occur because of the person’s lack of 
understanding of the cause of their LBP, that “they're not coping with that idea of self-
managing their problem because they think it's much more serious than [the 
explanation given]” (P16). 
Education, I think the number one factor for that is education. I think if 
they understand at least what I believe is their problem, and if they can 
understand my rationale for the exercises I've given them, then that is, 
I would hope, going to increase the likelihood of them doing their self-
management techniques (P6). 
Often the education that I give to people, if I don't target it at the right 
level and they don't understand it, they will pretend to understand it, 
but if they don't, then they're not going to, it’s not going to work. So I 
think it's down to me being able to present it at the correct level … 
They need to really understand what's happening to use their self-
management strategies, if they don't think it's going to work, or they 
don't understand why they're doing that, then it’s not going to help 
(P12). 
When questioned further about how they would encourage other physiotherapy staff 
members to help people with LBP to engage in self-management, they could not offer 
any other advice beyond effective communication as previously discussed. 
The majority of participants described the primary reasons for non-engagement as 
being driven by the person with LBP. One barrier mentioned was the person with LBP 
beliefs of what the patient – physiotherapist roles were. One participant suggested that 
“I think there’s some people and it's just an easier solution to turn up and have someone 
else sort their problem out… ‘I’m going to go in and see provider A, B, C or D and they're 
going to fix me and I will be fine’” (P3). 
Other person-centred barriers described were the person’s lack of motivation of “how 
they prioritize their health over other things that may be contributing to what's going 
on” (P11), and their lack of value of being active, “they’re just not exercise people and 
they’re just really hard to … get through to …. they just don't see the value of it” (P9). 
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This is in contrast to a couple of participants who recognised the role physiotherapists 
have in identifying the barriers of non-engagement, as one participant said, “I haven’t 
understood them yet” (P10). Another participant described the “unpicking” process of 
asking themselves “is there something I have missed?” (P15). 
From my perspective, what I would be thinking is that I haven't 
understood them yet. I haven't really actually heard what they're 
worried about yet. I haven't really taken on board their thoughts 
adequately at this point. So I need to go back again and explore them 
and get to the detail of where they are. So they’re further down the well 
and I need to get a little bit deeper to get that so that I can work with 
changing that. Because if I'm not, then they’re still holding something 






The three aims of our study were to:  
1. Explore physiotherapists’ understanding of the natural history, cause, 
prevalence, and impact of low back pain (LBP). 
2. Ascertain physiotherapists’ knowledge of self-management concepts for LBP. 
3. Explore how self-management for LBP is supported within present 
physiotherapy practice. 
Our results show that participants had good understanding of the cause, prevalence, 
and impact of LBP. However, the majority shared the belief that LBP generally resolves 
within a 6-12 week timeframe. When a person’s LBP either recurred or became 
persistent, thus extending past the 12 week timeframe, some participants apportioned 
responsibility to the person with LBP to help resolve the mismatched expectations. 
Likewise, participants had good understanding of the important role self-management 
has in health care. However, the majority believed self-management consists of 
predominantly exercises and education. Typically, they described self-management as 
an additional modality of treatment rather than being an embedded approach within 
physiotherapy practice. They were uncertain how to develop patient self-efficacy with 
self-management skills and some found it hard to relinquish a expert with paternalistic 
overtones role. Therefore, although participants valued self-management, it appeared to 
be considered an adjunct to treatment within their overall management of LBP. 
5.2 The participants had a good understanding of LBP 
The participants had a good understanding of LBP being multifactorial and complex. 
Although our participants had a variety of explanations of the cause of LBP, the majority 
agreed that non-specific LBP was an appropriate diagnosis due to the inability to 
accurately identify the involved structures or pain mechanisms for each person with 
55 
 
LBP. This concurs with the suggestion by Koes et al. (2006) that non-specific LBP is the 
appropriate diagnosis for approximately 90% of people presenting with LBP. 
There was an acknowledgement by the participants that a paradigm shift has occurred 
within musculoskeletal medicine, including physiotherapy, away from the biomedical 
model of identifying and treating a specific structural source of LBP. The biomedical 
model is based on the premise that a pathoanatomical diagnosis is possible for LBP, 
with particular structures or degenerative changes being responsible for the pain 
(Bogduk & Twomey, 1991; Hartvigsen et al., 2018; O'Sullivan, 2012). However, it is now 
recognised that such a diagnosis is not possible in 80-90% of people presenting with 
LBP (Koes et al., 2006). Furthermore, treatment of specific structures has been proven 
to be ineffective (O'Sullivan, 2012). The general consensus of the participants in our 
study concurred with Hartvigsen et al. (2018) that rather than specific structures as in 
the biomedical model, there are multiple contributors to LBP. These contributors 
include psychological, social, and physical factors, as well as comorbidities, and pain-
processing mechanisms. Interestingly, there appeared to still be a significant portion of 
participants who strongly believed in the biomedical model, although there was no 
agreement amongst the participants on the specific structural cause. Some believed it 
was the intervertebral disc, others the muscles, and others the joints and ligaments. 
Ironically, this inconsistency demonstrated the appropriateness of the non-specific LBP 
diagnosis. The participants who believed in the biomedical model did use the term non-
specific, but only for a small group of patients where they felt they were unable to 
identify the cause, rather than the 90% suggested in the literature (Bach et al., 2019; 
Koes et al., 2006; Maher et al., 2017). 
The understanding of the complexity of LBP concurs with the qualitative study by 
Cowell et al. (2018) which explored physiotherapists’ perceptions towards LBP 
management. In their study they interviewed 10 primary care physiotherapists and 
found that the physiotherapists had a clear appreciation of the multi-dimensional 
nature of non-specific LBP, with recognition of the limitations of the biomedical model 
of care and the value of the biopsychosocial model. This is different from the study by 
Daykin and Richardson (2004) which found that the six physiotherapists they 
interviewed all believed in the biomedical model and struggled with accepting the 
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biopsychosocial model. It is also different from the systematic review by Gardner et al. 
(2017) which found that data from the five qualitative and five quantitative studies 
showed that physiotherapists strongly favoured the biomedical model and made clinical 
decisions accordingly. It is therefore encouraging that the majority of our participants 
did not strongly favour the biomedical model, but our findings are only from 17 
physiotherapists and may not be reflective of the wider physiotherapy profession in 
New Zealand. 
Similar to Cowell et al. (2018), the participants in our study struggled with giving 
people with non-specific LBP an explanation for the cause of their pain. Encouragingly, 
some participants in our study recognised the importance of providing a specific 
explanation to people with LBP for them to engage in self-management. Both MacKichan 
et al. (2012) and Lim et al. (2019) found that one of the key requirements to enable 
people with LBP to engage in self-management is a clear explanation of the cause of 
their pain. The conundrum the participants in our study faced was knowing that 
identifying a specific structural diagnosis would be helpful for the person with LBP, but 
that is not possible when the diagnosis is non-specific LBP. One participant even had a 
moment of self-realisation during the interview when they acknowledged that having a 
specific diagnosis was very helpful when they had an episode of LBP yet they 
themselves avoid giving specific explanations to other people with LBP (P11). The 
tension between acknowledging an inherent inability to identify a specific problematic 
structure and the patient’s desire to have a named structure may have resulted in some 
of the participants displaying a lack of confidence. A lack of confidence was found by Fu 
et al. (2018) to be detrimental to developing the patient-professional partnership, 
which is another key component to self-management engagement. Interestingly, the 
qualitative study by Darlow et al. (2014) found a similar struggle amongst GPs within 
New Zealand, where the LBP Guidelines suggest not to give a specific explanation yet 
the GPs interviewed felt people with LBP required one. 
The participants had a good understanding of the prevalence of LBP, with nearly all of 
them quoting a figure of 80-90% of the population having LBP at some point in their 
lifetime. This is close to the figure of over 70% presented in the literature (Krismer & 
van Tulder, 2007; Van Tulder et al., 2006). However, the point prevalence figure which 
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is used in the Global Burden of Disease (GBD) studies (GBD 2019 Diseases and Injuries 
Collaborators, 2020; Hoy et al., 2014) was not referred to. This is understandable as the 
GBD studies have traditionally focused on the burden of premature death and disability 
from disease (Murray, Lopez, & Organization, 1996), which does not impact on the daily 
clinical practice of a musculoskeletal physiotherapist. However, knowing the global 
point prevalence of LBP, which is currently 7.8% (Wu et al., 2020), could help people 
with LBP realise how ‘normal’ LBP is and that they are not alone in their present 
journey. This could have a positive effect in normalising LBP and removing some of the 
fear and anxiety people may experience. 
There was also good understanding amongst the participants about the burden LBP has 
on a person, our health system, and society. The participants understood that LBP was 
not experienced in isolation but had an impact of whānau/family members, and could 
lead to disengagement with the person’s local community, work place, and leisure 
activities. The emotional impact of LBP was also well recognised, with the participants 
noting that LBP could have a negative effect on a person’s mental well-being as well as a 
loss of self-identity. These findings concur with qualitative studies conducted by 
Hondras et al. (2016) in Botswana and May (2007) in England where they both found 
that LBP led to people feeling disengaged with family and society. Our results have some 
differences to the systematic review by Synnott et al. (2015) where 13 qualitative 
studies were included to determine physiotherapists’ identification and attitude 
towards the cognitive, psychological and social factors of LBP. They found that 
physiotherapists who predominantly using the biomedical model of care had a limited 
recognition of the psychological factors and considered them to be a barrier to recovery 
In our study many participants recognised that LBP by nature had a cognitive, 
psychological and social impact and these were not perceived to be a barrier to 
recovery but did need to be addressed by an individualised treatment approach. 
However, other participants felt some people with LBP had psychological barriers 
which were under their control, and the reason for persistent or recurrent LBP was due 
the person not addressing those barriers. Interestingly, the majority of our participants 
who held the latter view also used the biomedical model of care as per the findings by 
Synnott et al. (2015). 
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The majority of participants recognised the financial cost to the main funders of LBP 
treatment in New Zealand, being the Accident Compensation Corporation(ACC), 
insurance companies, and the public hospital system. They also recognised the personal 
financial cost for a person with LBP having time off work and of treatment costs. There 
was a sense of professional responsibility to help reduce the costs both on the health 
system and the person with LBP, which is encouraging and reflects well on the 
physiotherapy profession. Although this sense of responsibility to reducing the financial 
cost to the health system is commendable, it does raise the question of what should be 
the priority of care provision? Should it be reducing the cost to the health system, or 
providing the optimal care for the person with LBP such as in the person-centred care 
model? Person-centred care ensures the person is the main focus of care provision, 
treating them ‘as individuals and as equal partners in the business of healing’ (Coulter & 
Oldham, 2016, p. 114). It acknowledges the person with LBP as a whole person who has 
a history, family, and has strengths and weaknesses. The focus of person-centred care is 
to support the person to have a meaningful life, not just a functional one (Håkansson 
Eklund et al., 2019). It recognises that most people want to help themselves and, as 
Coulter and Oldham suggest in their discussion paper (2016), health systems should 
change to enable that to be supported. Strategies should be implemented to provide 
appropriate information; ensure each person is treated with respect and empathy; and 
to enable personalised care. These are the same strategies that Lorig and Holman 
(2003) and Bodenheimer et al. (2002) suggest as underpinning self-management. In 
New Zealand private physiotherapy practice, there can be pressure from ACC and 
insurance companies to provide a minimal number of treatments for each person with 
LBP. There can also be pressure from the clinic owners to have short appointment times 
to enable a higher daily case load to meet demand on services and financial targets. In 
the public hospital system, there can be similar pressure to provide the minimal 
number of treatments per person due to limited resources, capacity issues and long 
waiting lists. These pressures limit the amount of time physiotherapists can spend with 
people with LBP. This reduces their ability to support the person develop the skills 
required for effective self-management such as goal setting, shared decision making and 
problem solving about the effect of their daily activities on their pain. This time 
limitation has been recognised by Coulter and Oldham (2016) as a barrier to the 
implementation of person-centred care. Additionally, Kongsted et al. (2021) suggested 
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in their discussion paper that an organisational change is required to enable sufficient 
time for dialogue with each patient to facilitate the acquisition of self-management 
skills. 
5.3 The participants believed LBP should rapidly resolve 
The majority of the participants believed that an episode of LBP should fully resolve 
within 6-12 weeks. This was based on their understanding from studies that focused 
not on pain abolishment but on a successful outcome of return to work (Andersson, 
1999), or on follow-up medical consultation rates (Dillane et al., 1966). The systematic 
review by Itz et al. (2013) concluded that only 33% of people with LBP had recovered 
by 12 weeks, and that 67% of people were still experiencing symptoms at 12 months. 
Itz et al state that the assumption that spontaneous recovery occurs in majority of 
people with LBP within the first 6-12 weeks, ‘cannot be justified’ (Itz et al., 2013, p. 13). 
This message of rapid spontaneous recovery appears in many international guidelines 
(Hussein AM, 2016; Marques, 2006; Qaseem, Wilt, McLean, & Forciea, 2017; Van Tulder 
et al., 2006) and clinical review articles (Costa et al., 2012; Koes et al., 2006). Therefore, 
the presentation of this belief by our participants is perhaps unsurprising. Nevertheless, 
the perpetuation of this misinterpreted information is potentially detrimental to 
physiotherapists’ management of people with LBP and their expectations of recovery. 
This time-based healing belief also appeared to undermine beliefs around the role of 
physiotherapy. For example, a couple of participants struggled in their interviews to 
define their role as a physiotherapist treating LBP once they voiced their belief that 
most people will improve spontaneously within the first 6 – 12 weeks of the onset of 
their episode. Their answers were to provide support with the natural healing process 
and assist the person to regain their full functional recovery, but they hesitated to 
provide their answers and had to thoughtfully consider what their role truly was. The 
implication of this is that physiotherapists may undervalue their role in supporting 
people to manage LBP, based on a misbelief about the natural history of a LBP episode. 
Whereas if physiotherapists believe that people may have returned to work by 12 
weeks but two thirds of them will still be experiencing pain in the following 12 months, 
the perceived value of what the physiotherapist can provide in terms of support and 
effective management increases as there is an identifiable role they can have. 
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Conversely, a couple of participants recognised that what they experienced in their 
clinic was different than what they believed the literature states about the natural 
history. They noted a conundrum in terms of how to describe the prognosis and 
expected process of recovery with people with LBP. They also mistrusted the literature, 
with one participant saying they only believed research that matched what they 
personally experienced. This is an example of confirmation bias (Nickerson, 1998) 
which is the phenomenon where evidence is interpreted to match pre-existing beliefs. 
The concern is that this mistrust of the literature potentially could limit application of 
research findings that could improve clinical practice. 
5.4 Apportioned responsibility to the person with LBP. 
The belief of the participants that the majority of people with LBP should be painfree 
within 6-12 weeks, led to an attitude in many of the participants that responsibility for 
persistence or recurrence of pain was apportioned to the person with LBP. This attitude 
became evident by the tone and words used by the participants when discussing the 
natural history, recurrence rate, and engagement in self-management. For example the 
term ‘non-copers’ (P16) was used to describe people who had pain for more than 6 
weeks. The participants faced a cognitive challenge between what they believed the 
literature showed about the majority of LBP resolving quickly, and how people with LBP 
presented in their clinics. As our results show, the participants felt when the pain 
recurred or persisted the person with LBP either had not adhered to their advice and 
prescribed exercises, or had failed to make the necessary behavioural changes. This 
could lead to an abdication of responsibility to the person with LBP and would save the 
physiotherapists from feeling like they have failed in their treatment provision as the 
person had not fully recovered within the expected timeframe. This concurs with the 
suggestion by Killingback et al. (2021) that some physiotherapists may feel that their 
professional identity is threatened when people do not follow their advice. As Christe et 
al. (2021) have shown in their study, having an unhelpful belief, in our case that it is the 
person’s responsibility if the pain recurs or persists, could influence the clinical 
decisions made and advice given by the participants to people with LBP. The person 
could be more resistant to the behavioural change required to enable effective self-
management if they felt they were being unfairly judged by the physiotherapist. One 
interesting factor about this finding is in contrast to the good understanding 
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participants showed about the personal impact of LBP. They placed a high value on 
respecting the person’s individual experience, yet appeared to hold the person 
responsible for persistent or recurrent LBP. This unhelpful belief could be addressed by 
encouraging physiotherapists to assimilate current research about the natural history 
and recurrence rate into their clinical practice. 
Physiotherapists could also be encouraged to consider behavioural change principles of 
self-management within person-centred care as described by Kongsted et al. (2021). 
These principles recognise the five stages of behavioural change within the 
Transtheoretical Model of Behaviour Change as developed by Prochaska and 
DiClemente (1982). The five stages are precontemplation, contemplation, preparation, 
action, and maintenance. In the precontemplation stage the person is unaware that 
behavioural change is required. During the contemplation stage the person is becoming 
aware change in their behaviour may be required to alter the situation or achieve a 
desired outcome. The preparation stage occurs when the person has decided to take 
action and is beginning to implement small steps towards change. In the action stage the 
is when the person actively applies strategies to change their behaviour. And finally, 
during the maintenance stage the person applies strategies for long-term behavioural 
change. By recognising what stage of behavioural change a person with LBP is, the 
physiotherapist can provide more targeted supported (Kongsted et al., 2021). For 
example, if a person is showing evidence of wanting to have more control over their 
LBP, they are at the preparation stage and the physiotherapist could discuss 
appropriate self-management strategies and skills. If the person is at the 
precontemplation stage they may be seeking passive treatments and are unaware they 
could acquire self-management skills. The physiotherapist would therefore need to 
assist the person to recognise that they may be able to have control of their pain 
themselves. 
Behavioural change support could be achieved by shared decision making for action 
plans, and setting goals that are realistic and achievable. Moore and Kaplan describe in 
their discussion paper (2018) the role shared decision making has within 
physiotherapy. Shared decision making requires three stages to be implemented. The 
first stage is preparing the person to be involved in the decision making. This may 
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involve addressing preconceived beliefs about the roles the person and the 
physiotherapists has, as already discussed in terms of the patient-professional 
partnership. The second stage is the collaborative process of goal setting and 
developing an action plan, which is part of the skills acquisition for self-management. 
And the final stage is mutual affirmation and confirmation of the decisions that have 
been made (Moore & Kaplan, 2018). As people see the positive effects of the decisions 
they are making in the daily lives, their level of self-efficacy increases and they are more 
likely to engage in and continue their self-management (Kongsted et al., 2021). 
5.5 Self-management is valuable 
Encouragingly, all the participants felt self-management has a strong role to play in the 
treatment of LBP. This reflects the recommendations made by Longtin, Décary, Cook, 
and Tousignant‐Laflamme (2021) that self-management should be a key component of 
LBP treatment and should be introduced early in the rehabilitation process due to its 
value. It also concurs with the findings by Cowell et al. (2018) that there has been a 
paradigm shift amongst physiotherapy away from providing passive treatment towards 
facilitating self-management strategies that support people to share responsibility for 
the management of their LBP. Our findings also agree with the study by Hutting et al. 
(2020) in the Netherlands. They conducted an online survey with 38 physiotherapists 
and exercise therapists to investigate their ideas and opinions towards supporting self-
management people with LBP. Although a different methodology than our study was 
used, they found a similar result in terms of the importance physiotherapists placed on 
the role of self-management. Additionally, these results concur with the 
recommendations of Lin et al. (2019) for the treatment of LBP being patient-centred 
and focused on self-management. 
One of the main benefits given by the participants in our study for the value of self-
management is it can empower people with LBP, enabling them to have a locus of 
control over their pain. This empowerment can help address the personal impact of 
LBP, especially the emotional and mental well-being issues that can arise. MacNeela et 
al. (2015) found that people with chronic LBP experienced feelings of discomfort, 
distress and loss of control, resulting in social isolation, a sense of hopelessness, and 
strained relationships. Tan et al. (2019) found similar personal impacts of social 
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isolation, frustration and depressions for people with acute ’flare ups’ of LBP. With the 
point prevalence of LBP being 7.8% (Wu et al., 2020), empowering even a fraction of the 
people experiencing LBP and the negative emotions, unhelpful beliefs and behaviours 
that it can bring, could have a positive impact on local communities, families, and 
individuals. 
Another strong reason given by our participants for including self-management was to 
reduce the financial burden on individuals and health systems. This concurs with 
Buchbinder’s call to reduce the use of passive treatments in order to reduce the burden 
of LBP on health systems (Buchbinder et al., 2020).This finding reflects positively on the 
physiotherapy profession as the participants’ focus was not on personal financial gain, 
but on enabling a person to not require health care services and to be able to effectively 
manage their own episode of LBP. This finding should be communicated to funders and 
critics of the profession to help address some unhelpful beliefs about personal financial 
gain being a primary focus of providing private physiotherapy treatment. 
Additionally, many participants felt that physiotherapists are ideally placed as a 
profession to support self-management in people with LBP. They also felt that self-
management has a key role to play in the future of the profession. However, this could 
be difficult to fully implement as according to Crowe et al. (2010) and Cooper et al. 
(2009), self-management skills of people with LBP were found to have been self-taught 
rather than learnt from their physiotherapist. Interestingly, some of the participants in 
our study expressed concern that their colleagues would struggle to implement self-
management strategies due to a lack of understanding of the principles and they could 
have the belief it would reduce treatment numbers and therefore have negative 
financial impact. Ironically, they were unaware of their own lack of understanding of the 
principles themselves. 
5.6 Lack of understanding of what self-management actually is 
Although the participants highly valued the concept of self-management, very few could 
describe the core components and principles of self-management. Only a couple of 
participants mentioned self-efficacy and helping people to develop the required skills to 
effectively self-manage as described in the literature (Allegrante et al., 2019; Lorig & 
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Holman, 2003). These skills include decision making, problem solving, resource 
utilisation, action planning, reflection, and behavioural change. The majority of the 
participants could only define self-management as giving education and an exercise 
programme to people with LBP. They also described self-management as being 
successful if people had adhered to their prescribed exercise programme, not the 
person with LBP displaying evidence of the skills such as problem-solving. These 
findings concur with Hutting et al. (2020) who found that the majority of the 
physiotherapists and exercise therapists in their study also considered self-
management to only consist of exercises and education about the condition. Our results 
also concur with the systematic review by Killingback et al. (2021) which explored 
physiotherapists’ perceptions of their role in self-management across many conditions, 
including LBP. They suggested that considering exercise programme adherence as self-
management is reductionist and is a narrow approach to what self-management is. 
The participants were also unable to fully describe the key components required for a 
person with LBP to engage in self-management as previously described (Briggs et al., 
2010; Fu et al., 2018; Hutting et al., 2019; Lærum et al., 2006; Lim et al., 2019; 
MacKichan et al., 2012). These components are a specific explanation about the cause of 
their pain, an individualised approach, mutual trust and respect, people feel involved in 
setting their own goals and developing their action plan, and behavioural changes are 
encouraged and supported. Fortunately the participants did recognise the importance 
of an individualised approach and building mutual trust and respect through effective 
communication.  
The lack of understanding of what self-management entails, and therefore lack of fully 
supporting a person with LBP in self-management, could be due to the participants 
viewing themselves as the experts, or as one participant described their role as being 
‘the fixer’ (P5). These are similar findings as the systematic review by Killingback et al. 
(2021) where physiotherapists considered themselves as having a professional 
authority, of being in control, and therefore being the experts. To address this requires a 
behavioural change of physiotherapists as they reconsider their role and identity along 
the motivated reasoning model (Kunda, 1990). In this model it is recognised that if a 
person’s worth or value, and thereby identity, is challenged by being told they are doing 
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something wrong, they will be less likely to change than if they are encouraged to see 
how the changed behaviour would be consistent with their existing values. For example, 
the participants in our study strongly valued self-management as a concept, therefore, 
training them in the principles of shared decision making and person-centred care is 
more likely to result in behavioural change then telling them they are wrong. 
Interestingly, Killingback et al. (2021) found that once physiotherapists had received 
training in applying self-management principles, their attitude changed towards valuing 
and building professional-patient partnerships and no longer viewing themselves as the 
experts. This is an encouraging aspect to consider in terms of clinical implications of our 
study. 
Another reason for this narrow understanding of what self-management entails could 
be that rather than it being an easily-defined programme it is an approach that can be 
woven in throughout all interactions with people with LBP. Every treatment session 
could include discussions that help the person reflect on and develop the self-
management skills, ensuring they are tailored to their particular situation at any given 
point in time. This makes self-management a difficult concept to teach clinicians as it is 
not easily defined. The Bridges stroke self-management programme (Jones & Bailey, 
2013) was developed in the United Kingdom and has a focus on training clinicians in 
supporting self-management in people with stroke through the use of work books and 
training seminars. The training teaches the self-management principles of goal setting, 
problem-solving, and decision making to encourage self-efficacy (Jones, 2006) and has 
been adapted for the New Zealand setting (Hale et al., 2014). Although the focus of the 
Bridges programme is people with stroke, similar training principles have been be used 
for teaching physiotherapists about self-management approach for people with 
traumatic brain injury (Mäkelä, Jones, de Sousa de Abreu, Hollinshead, & Ling, 2019), 
acute major trauma (Hollinshead, Jones, Silvester, & Marshall-Taylor, 2019) and other 
long term or complex conditions (Kulnik, Poestges, Brimicombe, Hammond, & Jones, 
2017). Therefore it could be useful in LBP too. 
Encouragingly, when asked how they would engage a person with LBP into self-
management, many of the participants in our study mentioned the importance of active 
communication and building trust with the person. This is the basis for an effective 
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professional-patient partnership which is an important component for an effective self-
management approach as described by Moffett (2002)and Bodenheimer et al. (2002). 
This finding concurs with the systematic review by Killingback et al. (2021) where they 
found that physiotherapists valued the quality of the patient-therapist relationship and 
viewed it as playing a key role in supporting self-management. 
5.7 Self-management within daily life 
All participants acknowledged that a person’s experience of LBP is individual, and 
therefore any treatment approach needs to be individualised. The person needs to be 
given advice and strategies that are relevant for them. This aligns with the findings of 
Lim et al. (2019) that people need an individualised approach in order to engage in self-
management and is similar to what Hutting et al. (2020) found in their study. The 
clinical implication of this finding is that the participants are already moving towards 
being able to support people in self-management as they understand the importance of 
individualised treatment strategies. The next step is to fully understand what self-
management entails in order to support it with their own individual patients more 
effectively, developing the skills and strategies to enable self-efficacy. One example of 
this is in whānau-centred care where the person with LBP would be encouraged to be 
active within situations where they have a whakapapa connection. This could mean if 
they have a spiritual and emotional connection to water they could be encouraged to 
include swimming or beach walking with members of their whānau within their self-
management action plan. 
5.8 Strengths and limitations 
One of the strengths of our study is that we were able to conduct individual interviews 
with 17 participants across New Zealand. The average length of interview was 67 
minutes which allowed time for the participants to discuss the topics at the depth they 
wanted. Due to the requirement of the global pandemic to avoid face-to-face meetings, 
all participants were comfortable with the video-conferencing medium and therefore 
were able to share their thoughts in a relaxed manner. Video conferencing also enabled 
the interviews to be conducted at time and venue that suited the participants, with the 
majority of them choosing to do it from their homes in the evenings. This provided a 
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sense of comfort and familiarity which enabled a deeper exploration of their attitudes 
and beliefs. 
Another strength of our study is the heterogeneous sample. There was a wide range of 
clinical experience within the participants, from newly graduated physiotherapists to 
those approaching retirement. The participants were also from different clinical settings 
and from different cities and towns throughout New Zealand. The sample size of 17 
participants is within the recommendations of 15-20 participants for Interpretive 
Description, which does not apply the concept of data saturation to determine sample 
size (Teodoro et al., 2018). Instead, Interpretive Description recognises that the data 
obtained, and the interpretative analysis of that data, is a valid representation of only 
the participants involved but with sufficient depth to determine implications for the 
profession. 
The Interpretive Description methodology used in our study is another strength as its 
focus is on finding clinical implications for the research. Throughout the data collection 
and analysis phases the question was always asked among the research team ‘what is 
the clinical implication of what we’re finding?’ To ensure rigor, trustworthiness, and 
credibility were achieved, we ensured transparency throughout the research process, 
always maintaining confidentiality of the participants. All transcripts were sent to all 
members of the research team to help maintain integrity of the results. I coded all the 
transcripts and found themes, MP independently coded 11 transcripts to confirm 
coding, and GS independently undertook theme-finding once all the coding had been 
completed. This ensured that during the iterative process of analysis all potential 
findings could be challenged by the other team members. Another way the rigor, 
trustworthiness and credibility were maintained is by the participants being invited to 
provide feedback on the summary of the results and clinical implications (see Appendix 
Eight). The feedback received is included in Appendix Nine.  
A well-recognised limitation within Interpretive Description is the bias introduced 
through the interpretation of the data. To acknowledge this self-reflection was 
undertaken throughout the research process. Additionally, a reflective memo was 
written after each interview (see Appendix Six), and reflective statements were made 
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throughout the 18 month period of data collection and analysis. These are included in 
Appendix Ten.  
The main limitation of this study is that the participants volunteered to be interviewed 
likely due to their own interest in the topic. Therefore, the results are biased towards 
physiotherapists who already had an interest in supporting self-management for people 
with LBP. It must also be remembered that the sample size is 17 participants therefore 
the findings cannot be generalised to represent the whole physiotherapy profession in 
New Zealand.  
5.9 Clinical implications 
The reason Interpretive Description methodology was chosen was to determine clinical 
implications for our findings. As such, there are several clinical implications to our 
results: 
1. Physiotherapists’ understanding about natural history timeframes should be 
challenged. Physiotherapists should be encouraged to assimilate more recent 
evidence into their expectations. For example, current epidemiology studies 
determine that only a third of patients experience a rapid recovery, therefore it 
can be considered normal when a person still is experiencing LBP after 12 
weeks. 
2. Physiotherapists should be offered further training in what self-management 
entails and should be supported to upskill in enabling self-management 
strategies. They should be encouraged to weave self-management skill training 
such as decision making and problem solving within all aspects of LBP treatment. 
An example of this is shown in Figure 3 on page 71 
3. Physiotherapists should be offered further training in what people with LBP 
require to support them to engage in self-management. This includes giving a 




4. The funding model of treatment of LBP in New Zealand should be challenged to 
enable enough time and resources to effectively support self-management.  
5.10 Conclusion 
Our study showed that the physiotherapists had good understanding of the complexity 
and impact of LBP. They were comfortable with the diagnosis of non-specific LBP 
although some participants still believed they could determine a specific cause of the 
person’s LBP. The participants recognised the impact LBP can have on a person, their 
family, society, and the health system, and acknowledged the importance of reducing 
the burden of that impact. Participants however, did not have a current knowledge of 
the natural history of LBP, with many stating that an episode of LBP should be fully 
resolved within 6-12 weeks. This belief lead some to have an attitude of apportioning 
responsibility of persistent or recurrent pain to the person with LBP. They regarded the 
failure to improve as a result of the person’s lack of adherence to the advice and 
exercises they had been given, rather than a consequence of natural history.  
The physiotherapists involved in our study placed high value on self-management. They 
recognised the important role self-management can have on reducing the burden of LBP 
on a person and on the health system. The key aspects mentioned were empowerment 
of the person with LBP and an effective patient-professional partnership based on 
mutual trust and respect. However, the participants appeared to lack enough 
understanding of what supported self-management for people with LBP should entail. 
There was a lack of understanding of the self-management skills acquisition required by 
people with LBP, and of how skills acquisition can be supported within clinical practice. 
The implications of our study are that physiotherapists should be encouraged to 
assimilate current research findings into their expectations of LBP natural history. 
Physiotherapists should also be offered training in what self-management entails and 
should be supported to upskill in enabling self-management strategies, including self-
reflection on identity, their own locus of control, and also on bias. To enable 
physiotherapists to provide supported self-management for people with LBP the 
current health funding models in New Zealand should also be challenged to enable the 
appropriate amount of time and resources. It is hoped that by encouraging and training 
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physiotherapists to fully support self-management for people with LBP the impact and 




1. During the initial assessment session, use exercises and postures which 
provide an immediate improvement in the person’s pain. 
2. Discuss strategies that they could implement at home to replicate that 
improvement using the same exercises and postures.  
3. During follow up appointments discuss what has gone well and what 
hasn’t since the last appointment. Acknowledge strategies  and 
behavioural changes the person has put in place when the pain 
recurred.  
4. Use a tool like a Traffic Light Guide to help the person problem solve 
and make decisions throughout their daily life: 
i. If the pain is produced it is like coming to a red light, stop what 
you’re doing, apply your self-management strategies.  
ii. If there’s a minor pain/ache, proceed with care, like an orange 
traffic light.  
iii. If it doesn’t hurt to do something, go for it, it’s like a green light.  
5. On discharge, discuss ongoing strategies in line with the literature such 
as being physically active to help reduce the recurrence rate. Discuss 
that LBP is like a common cold, as long as they’re human and alive they 
will probably get another episode. They haven’t failed if LBP occurs 
again, but now they have some self-management strategies that may 
help reduce the impact of that future episode.  
Figure 3  
Weaving Self-Management Skill Acquisition Throughout Treatment 
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Tēnā Koe Dr Meredith Perry, 
 
Exploring attitudes and beliefs of 
physiotherapists towards supporting 
self‐ management in low back pain 
 
The Ngāi Tahu Research Consultation Committee (the Committee) met on Tuesday, 
10 March 2020 to discuss your research proposition that was submitted through the 
Consultation website form. 
 
By way of introduction, this response from the Committee is provided as part of the 
Memorandum of Understanding between Te Rūnanga o Ngāi Tahu and the 
University. The statement of principles of the Memorandum reads: ″Ngāi Tahu 
acknowledges that the consultation process outline in this policy provides no power 
of veto by Ngāi Tahu to research undertaken at the University of Otago″. As such, 
this response is not ″approval″ or ″mandate″ for the research, rather it is a 
mandated response from a Ngāi Tahu appointed committee. This process is one of a 
number of requirements for researchers to undertake and does not cover other 
issues relating to ethics, including methodology, as they are separate requirements 
with other committees, for example, the Human Ethics Committee. 
 
Within the context of the Policy for Research Consultation with Māori, the 




″Consultation does not mean negotiation or agreement. It means: setting out a 
proposal not fully decided upon; adequately informing a party about relevant 
information upon which the proposal is based; listening to what the others have to say 
with an open mind (in that there is room to be persuaded against the proposal); 
undertaking that task in a genuine and not cosmetic manner. Reaching a decision that 
may or may not alter the original proposal.″ 
 





The Committee commends the researchers on the thought that has gone into the 
potential for addressing inequities, as a result of the findings from this research 
project. 
 
The Committee suggests dissemination of the research findings to relevant Māori 
health organisations regarding this study, including Taeora Tinana, Māori 
Physiotherapists within the New Zealand Society of Physiotherapists. 
 
This letter of suggestion, recommendation and/or advice is current for an 18-month 
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Te Whare Wānanga o Otākou Ph: 






7.2 Appendix Two: Ethics Committee outcome letter 
D20/149 
 
Dr M Perry 
School of Physiotherapy 
Academic Services 
Manager, Academic Committees, Mr Gary Witte 




Dear Dr Perry, 
I am writing to confirm for you the status of your proposal entitled “Exploring 
attitudes and beliefs of physiotherapists towards supporting self-
management by people with low back pain”, which was originally received on 
May 21, 2020. The Human Ethics Committee’s reference number for this proposal is 
D20/149. 
 
The above application was Category B and had therefore been considered within the 
Department or School. The outcome was subsequently reviewed by the University 
of Otago Human Ethics Committee. The outcome of that consideration was that the 
proposal was approved. 
 
Approval is for up to three years from the date of HOD approval. If this project has 
not been completed within three years of this date, re-approval must be requested. 
If the nature, consent, location, procedures or personnel of your approved 




Mr Gary Witte 
Manager, Academic Committees 





7.3 Appendix Three: Email and website advertisement 
Email ad seeking participants to be sent to all PNZ branches 
Hi,  
 
We are inviting you to take part of a study which is looking at self-management strategies that 
you use in your clinical practice for people with low back pain. All it involves is a one hour zoom 
interview at a time and day which suits you. 
 
For more information, click here, to download the information sheet. 
 
If you’re keen to be involved, or even just want to find out more, please ring me on (03) 943 
3475 or flick me an email: celia@cmphysio.co.nz   
 
Many thanks in advance, 
Celia  Monk 
Physiotherapy Masters Degree student. 
 
Statement for PNZ News page:  (Website found here) 
We would like to invite you to take part in a study exploring how and why New Zealand 
physiotherapists support self-management in people with low back pain.  
The only involvement required is a 1 hour individual  Zoom meeting at a time and day 
which suits you.  
We are looking for participants who: 
• Are New Zealand registered physiotherapists 
• Work in musculoskeletal  
• Regularly treat people with low back pain  (for a minimum of 25-30% of their 
workload) 
• And are available for a one-off, hour- long interview via Zoom.  
The University of Otago Human Ethics Committee has approved this study, and their 
reference is D20/149. 
The information sheet about this study can be found here. 
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If you’re keen to be interviewed for this study or wish to discuss it further, please 
contact Celia Monk at celia@cmphysio.co.nz or on phone (03) 943 3475 
 
Nga mihi nui, 
 
Celia Monk – Physiotherapist and Physiotherapy Masters Degree Student, University of 
Otago. 
 
Dr Meredith Perry  - Senior Lecturer and Associate Dean Post-Graduate Studies, School Of 
Physiotherapy/ Te Kura Komiri Pai, University Of Otago. 
 
Associate Professor Gisela Sole, Associate Dean Undergraduate Studies, School Of 




7.4 Appendix Four: Demographic data collection 
Demographic Data Collection 
Thank you for being involved in our study exploring physios’ attitudes and 
beliefs about self-management in low back pain. To help us describe the study 
population in our final reporting, please answer the following questions in this 
anonymous survey. 
1. Your Gender: 
• Male 
• Female 
2. Your age: 
3. Your ethnic group: 
 European 
 Māori 
 Pacific Peoples 
 Asian 
 Middle Easter/Latin American/African (MELAA) 
 Other ……. 
4. Which town/city do you work in? 
5. What clinical setting do you predominantly work in? 
 Private practice 
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 DHB physiotherapy outpatients department 
 NGO or other……… 
6. What is the predominant focus of your clinical setting? 
 General musculoskeletal, including sports 
 Chronic pain 
 Vocational rehabilitation 
 Post-surgical 
 Other ………. 
7. How many years of clinical experience have you had (excluding non-
practicing years eg for travel or raising a family) 
 1-5 years 
 6-10 years 
 10-20 years 
 20-30 years 
 30+ years 
8. What post-grad qualifications do you have? 
 Post-graduate certificate from tertiary institution 
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 Post-graduate certificate from non-tertiary institution eg NZMPA 
certificate, MDT credential therapist 
 Post-graduate diploma 
 Masters degree 
 PhD 
 Other (please specify) …………. 
9. Approximately, on an average week, what proportion f your patients 








7.5 Appendix Five: Semi-structured interview guide 
Introduction: 
In this interview, we will be discussing your understanding of certain aspects 
of low back pain and your experiences with, and beliefs about, self-
management in LBP. It isn’t about any specific method of physiotherapy 
treatment, nor about trying to persuade you one way or another. There are no 
right or wrong answers, I just want to hear your thoughts about the topic.  This 
interview will take from 40 minutes to 1 hour. I will be recording this 
interview for transcription. If you feel uncomfortable with answering some 
questions, you will not need to answer it and if at any time you will need/stop 
the interview, please let me know. 




Clinical Experience Background 
• From the demographic 
survey, I see that you 
have been a physio for 
…… years, working in a  
(clinical setting) in 
(geographical location).  
• Tell me why you are 
working in 
musculoskeletal physio? 
How did this decision 
come to be? 
• In your demographic 
survey you said you’d 
done ……  professional 
education/courses.  
• Can you tell me if, and 
how your clinical 
experience has been 
shaped as a result? 
• What were some 
positive influences or 
motivations  which 
helped you choose 
musculoskeletal? Was it 
something that 
happened in your own 
life? Or was it a person 
who encouraged you?  
• Did you consider any 
other fields? If so, what 
changed your mind? 
• What set you on the 
journey of doing the 
courses you did?  
• Did you end up thinking 
differently after those 
courses? In what way?  
Experience on 
working with 












Understanding of the natural history, prevalence, and global burden of 
LBP  
• Can you tell me about 
what you understand the 
cause and natural history 
of LBP to be? 
• What has influenced that 
understanding? Where has 
it come from? 
• Have you ever had a 
significant episode of LBP 
yourself? Tell me about 
that, what was it like for 
you? What was helpful 
• Is it the person’s fault? 
• What usually causes it? 
• Is LBP episodic or only 
chronic?  
• What does the term 
‘non-specific LBP’ mean 
for you? What’s your 
reaction to that term? 
• How do you usually 
explain LBP to your 
patients? 
• How big an issue do you 
think it is in NZ?  
Belief about the 
cause and 








and what wasn’t during 
that time? 
• How do you think LBP 
impacts a person’s life, 
their family, community, 
and society as a whole? 
• What is the emotional 
impact for the patient? 
Knowledge of self-management in general and for LBP  
• What do you think about 
when  you hear the term 
‘self-management’? What 
does it mean to you?  
• What do you think are key 
factors to enable people to 
engage in self-
management?   
• Considering what you’ve 
just told me, how would 
you define someone as a 
good self-manager, 
someone who is ‘doing it’? 
• How do you ensure the 
engagement continues 
through their treatment? 
• What do you think is going 
on when the engagement 
isn’t there? 
• What role/purpose do 
you think funders have in 
promoting self-
management? 
• What do you think their 
motivation is? 
•  What are the drivers for 
patients?  
• How would you identify a 
patient with good self-
management skills? 
• What is your long term 
hope for that patient?  
• How do you explain self-






for example it is 
not just an 
exercise 
programme, 
and it’s role in 
LBP 
Providing self-management support in their clinical 
setting 
 
• Can you tell me about a 
patient you’ve recently 
treated using self-
management within their 
treatment? Tell me their 
story and about their 
journey through the 
treatment process. 
• Overall, what are the stand 
out positives an negatives 
of self-management that 
you’ve noticed in your 
practice? 
• Are there any concerns or 
anything you worry about 
patients using self-
management skills?  
• Going forward, what kind 
of role do you think self-
management has in 
physiotherapy? 
• What aspects of the 
treatment used self-
management? What did 
you do? 
• Why did you do that? 
• What was their response? 
• Did it change their 
outcome in anyway? What 
was the purpose of it? 
• Did the patient ‘buy into’ 
it? 
• How did you know they 
were starting to self-
manage? What did the 
patient say?  
• What was their 






their own clinic; 
identifying 






7.6 Appendix Six: Post interview reflections 
P1   
Date:  31 July 2020   Time:  5.30pm – 6.22pm        52 minutes long 
What went well:  
Able to articulate well and gave good examples of SM in her setting 
Asking about how she would teach a younger physio about helping patients engage in 
SM 
What could be better:  
It was hard to draw the colour out of her stories and looking for gold nuggets. Her 
understanding of SM is so intuitive and second nature that I had to dig deeper to get the 
colour but felt I was repeating myself at times. Her body language was that when she 
had finished making a point she would smile, like a full stop, time to move on. 
Key points: 
1. Works under voc rehab and pain contract – in community, not clinical setting – so 
different perspective of LBP and SM 
2. Clear understanding of the importance of teaching people the tools of SM for the 
long road not just this episode 
3. Clear descriptions of what some SM tools are 
 
P7 
Date:  3 August 2020  Time:  6.01pm – 7.21pm 100 minutes long 
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What went well:  
Very easy to talk with and had many years’ experience and training. 
What could be better: Nothing at this stage 
Key points:  
1. Had history of being employed by The Back Institute and doing post-grad courses 
so good grounding in EB Medicine 
2. Has background in pain management and working with psychologists so 
understands behavioural/psychological aspects 
3. Interestingly her face really lit up when talking about the Explain Pain courses yet 
she isn’t using any of that knowledge specifically in the clinic. 
 
P6 
Date:  5 August 2020 Time:  6.04pm – 7.14pm 53 minutes long  
(had 14 minute pause to plug in phone) 
What went well: Getting into the flow of the questions now 
What could be better: Nothing at this stage 
Reflections about participant:  
Recently retired professional wrestler so high-level athlete. Very pragmatic and 
confident – almost to level of arrogance. Appeared to lack empathy, but that may be due 
to long career as professional wrestler. His perception of self-management is that he 
will tell the patients their goals and their exercises and the patient will do them. Very 
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confident in his clinical ability – done many courses at a low level and convinced that if 
he can fix everyone or they need surgery. 
Key points: 
1. Works in gym-type setting with sports people as main patient population 
2. Views self-management as following exercises to achieve goals he has set for the 
patient 




Date:  7 August 2020   Time:  9.11am – 10.36am    85 minutes long 
Reflections about participant:  
Very open-minded and philosophical. Patient-centred approach and empathetic. 
Key points: 
1. Senior physio in a private practice in Dunedin 
2. Interested in neurology and pain management 
 
P3 
Date:  10 August 2020   Time:  7.37pm – 8.36pm     59 minutes long 
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Reflections about participant:  
Works in own private practice but involved in wider team providing pain management 
programmes. Also sees acute LBP, including with contract with army, and with local 
farming community. It is obvious he has a lot of experience with pain management and 
educating patients, and with self-management. Happy to discuss issues, but quite 
succinct – has obviously processed the concepts discussed before and knows how to 
communicate his ideas about LBP and SM 
Key points: 
1. Owns own practice  
2. Experienced and trained in pain management – especially the neuropsychology of it 
3. Sees a lot of chronic pain patients 
4. Has had 30+ year history of intermittent LBP himself, with 1-2 episodes each year.  
 
P9 
Date:  12 August 2020   Time:  6.57pm – 7.53pm     56 minutes long 
Reflections about participant:  
Has done many basic level courses over past 30+ years, but no formal post-graduate 
training. Strong focus on Pilates and core strengthening due to personal history as 
gymnast at national level and judging. Considers self-management to be about exercises 




1. Works in private MSK clinic 2 days per week and for Voc Rehab clinic 2 days per 
week 
2. Believes managing back pain is about core strength 
3. 30+ years clinical experience but no formal post-grad training.  
 
P11 
Date:  21 September 2020  Time:  7.00pm – 8.12pm     72 minutes long 
Reflections about participant:  
New grad with no post-grad training and only 6 months’ experience. Wanted to be 
involved to help support research. Understanding about LBP and self-management 
based on own personal experience and thoughts rather than learned through courses or 
reading.  
Key points: 
1. Says that LBP is caused by no specific structure yet found the definite diagnosis 
about a structure very helpful when had own episode of LBP 
2. Said that would tell patients that there’s no specific structure involved in causing 
their pain, but later said that in order to help people engage with self-management 
he’d talk about specific structures based on his own experience.  
3. Learnt the value of self-management through telehealth appointment during 
lockdown – had just started working when it happened and had to rethink how to 
treat patients without having clinical experience as post-grad. 




Date:  25 September 2020   Time:  11.05am – 12.25pm  80 minutes long 
Reflections about participant:  
Was a lawyer for 10 years before becoming physio. Since then has completed post-grad 
dip and a clinical masters and is at present studying for doctorate. Very articulate and 
educated and clearly communicates well-thought out ideas and principles.  
Key points: 
1. 80% of workload is persistent pain and works long-term with patients 
2. Own experience with back pain has clearly influenced his treatment philosophies – 
had worked out that each episode was self-limiting and he could do tings about it 
whereas advice from sports doctor and physio was unhelpful.  
3. His aim with patients is to empower them to manage their pain and stays well away 
from any biomedical model. 
 
P2 
Date:  25 September 2020   Time:  3.03pm – 4.04pm   61 minutes long 
Reflections about participant:  
Has just retired from being extensive teaching role so in reflective state of mind about 
career and patients. Was difficult to delve deeper than the polished presenting mode 




1. Long career promoting self-management in patients  
2. No other post-grad education since 1993 when gained highest available at that time 
3. Fully immersed in MDT 
 
P14 
Date:  30 October 2020    Time:  1.00pm – 1.55pm   55 minutes long 
Reflections about participant:  
Works in DHB in outpatients and alongside orthopaedic surgeon providing new back 
pain programme. In outpatients department patients have to wait a long time of the 
waiting lists and are only seen a few times. See patients in lower socioeconomic group 
who have barriers to self-management such as low health literacy, less proactive, aren’t 
financially stable. Email sent to clarify how many times she sees a patient as didn’t 
discuss the relations aspect of treatment which the private physios have all mentioned.  
Key points: 
1. Works in a DHB in outpatients plus in a clinic with an orthopaedic surgeon 
2. Likes the term ‘conservative management’ rather than ‘self-management’ because 
doesn’t like patient feeling abandoned  and if they were able to do it all by 
themselves they would be better by now. 
3. Only sees patient once – no ongoing relationship so trust difficult to build. 
Reply to follow up email about number of times they see patients: 
“It’s a real mixed bag to be honest. Some patients I will see only once as the strategies 
they have in place are robust and effective. Others I will follow up once or twice if we 
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have implemented new strategies. A small number of patients I will follow up over a 
longer period of time as their needs are greater. They require a broad range of skills 
including CBT/ACT type approaches – and likely would do well in an MDT situation.” 
 
P13 
Date:  4 November 2020   Time:  6.00pm -  7.23pm – 83 minutes 
Reflections about participant:  
Works in DHB in orthopaedics outpatients. Sees patients from lower socioeconomic 
backgrounds with low levels of health literacy with long waiting lists.  
Key points: 
Very articulate with clear understanding of LBP and self-management  
 
P17 
Date:  7 November 2020   Time:  10.02am – 11:24am – 82 minutes 
Reflections about participant:  
Very scientific approach to low back – has back ground in anatomy and physiology  (BSc 
prior to physio school)  and completed his Masters in tendinopathies. Very tissue-based. 
Hasn’t done many post-grad courses but uses process of self-reflection and self-directed 
learning to read research and to find solutions as clinical issues arise. Aware of patient’s 





1. Has private practice– long involvement with high performance athletes  
2. Treats many highly-motivated sports people 
3. Gaining trust is important factor to enable engagement in self-management  
 
P4 
Date:  7 November 2020   Time:  11.31am – 12:34pm  -  63 minutes 
Reflections about participant:  
During the initial phone call he was very negative about going on a course at Otago 
University last year about the STarT back tool (Keele) and  wanted to know our study 
had nothing to do with that. He was then very difficult to finalise an interview time 
(initial contact had been 22 July, interview completed 7 November) and on one occasion 
had missed out scheduled interview due to being distracted with a household issue. His 
clinic is based on using muscle strengthening machines and has very strong opinions 
about it’s value and role. It felt like he had a big chip on his shoulder about numerous 
issues to do with treatment of LBP. 
Key points: 
1. Uses machines to do strengthening as feels back pain is caused by weak muscles 
and people cannot strengthen them themselves 
2. Feels back pain can be prevented if muscles are strong enough 
3. Feels self-management is only about doing exercises to maintain what the machines 
have achieved – sees the patients for 2-3 week blocks of treatments every few 





Date:  24 November 2020   Time:  7.03pm  - 8:06pm - 63 minutes 
Reflections about participant:  
Long career working in private practice and teaches internationally. Feels that did too 
many courses too early in career and got confused – has only recently developed own 
personal treatment philosophy of keeping everything very simple and straight forward. 
Has never had significant episode of LBP themselves but occasional ache that is 
abolished with increased general activity level. Described people who had LBP for more 
than 6 weeks as ‘non-copers’.  
Key points: 
1. Felt they did too many different courses too early in career and got all confused 
until recently when simplified their approach to LBP 
2. Never had significant episode of LBP themselves and at one point referred to people 
with episodes more than 6 weeks in duration who needed further intervention as 
‘non-copers’. 
3. For some patients, describes having LBP as having another long term condition eg 
diabetes that you have to learn to control the rest of their life 
4. Good understanding of the different components of self-management and how to 
encourage patient engagement.  
 
P12 
Date:  27 November 2020   Time:  9.01am – 9.53am  -  52 minutes 
Reflections about participant:  
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Has been working as a physio for 5 years, the 18 months in the hospital system then the 
past 3.5 years in private practice. Since working in private practice  has done Parts A-C 
McKenzie courses followed by complete NZMPA courses. Feels back pain has a 
generalised cause and is still working out her personal philosophy about it. Has a good 
understanding of what people need in order to engage in self-management, and in the 
role self-management has in treating LBP. 
Key points: 
1. Has done parts A-C McKenzie and complete NZMPA courses within past 3 years 
2. Appears to still be working out her personal treatment philosophy but incorporates 
both manual therapy and self-management in treating people with LBP 
3. Feels the cause of LBP is the result of an accumulation of forces and we are unable 
to know which structure is producing the pain, but once a person has had an 
episode of LBP they will have recurrences the rest of their life. 
 
P15 
Date:  3 December 2020    Time:  4.57pm – 5:57pm  -  60 minutes   
Reflections about participant:  
Has been a physio for 30+ years owning a private practice for 25+ years. Has been 
involved with governorship roles within the profession and is currently doing their 
Masters degree by thesis. Their approach to treating LBP is holistic in nature utilising 
manual therapy in the clinic but with the self-management focus being long term 
general well being as well as management of LBP 
Key points: 
1. Extensive career working in small private practice utilising manual therapy 
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2. Has an holistic approach to self-management – long term management of general 
well being as well as the LBP 
 
P5 
Date:  4 December 2020   Time:  11.05am – 12.01pm  -  56 minutes   
Reflections about participant:  
Has been a physio for 40 years. Has Masters degree in women’s health but sees LBP 
patients as well – especially those with pelvic pain. Was strongly into manual therapy as 
a younger physio and has done a paradigm shift to chronic pain psychosocial models., 
but still has strong manual therapy utilisation with her patients. Mentioned exercise and 
functional activity as self-management and no other components. 
Key points: 
1. Treats a lot of chronic pain patients 
2. Feels acute LBP will ‘go away by itself’ within the 6-12 week timeframe and that if it 
doesn’t there are psychosocial issues going on that leads to chronic pain 











That a much larger group is nonspecific and we 
don't actually know what structure in the spine is 
causing it and the cause can be multifaceted (P7). 
I think it's a term [non-specific] I'm very 
comfortable using with my peers. It can be very 
hard conversation with your patient (P7). 
I think people who are looking for quite like a 
specific diagnosis struggle with it (P11). 
The person with a nonspecific sub-acute low back 
pain and goes to the physiotherapist and leaves 
with a bunch of advice about potential 
pathoanatomical sources and the ‘what not to do’ 
list and you know, all of that is potentially very 
negative in terms of the recovery (P10). 
4.2.1.3 LBP has an 
impact 
But it's interesting that even people who are not 
having to go off work…. I think is then impacting 
on your sleep your mood,  driving, your 
relaxation time, probably more grumpy with your 
family, all of that (P1). 
Lower back pain really impacts people in those 
early stages when they're so disabled with it and 
they’re really sort of scared and fearful.  I think a 
lot of people are really fearful of it.  And it really 
affects their mood like more than any other injury 
I've seen or that I see, I should say (P12). 
I think one of the most common discussions I 
have with patients is how exhausting back pain 
can be and how it can affect a personality. It can 
take away the spark of somebody (P14). 
On the family, they lose the person that once was. 
And they don't have that same input probably 
with relationships (P8). 
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You start to see disengagement from even simple 
things like not been involved with your parent-
teacher association or your Saturday morning 
netball coach. The community does become 
affected, people are not at their 100% or their 
80%, they just disengage (P14). 
If you look at the overall cost of low back pain on 
the health service each year…impacting wait lists, 
and wait times. Like we know. So there is such a 
large percentage of people that end up on an 
orthopaedic surgeon’s waitlist for low back pain 
when they don't need to be (P7). 
4.2.1.4 Rapid resolution I usually find that the acute phase resolves in 
about three to five days. And I explain to the 
person, and usually witness with the person, 
about a two to three weeks of muscle tightness 
and occasional tweaks here and there, but 
ultimately in slightly more than nine out of 10 
times the person comes right (P6). 
The research would suggest that the natural 
history of most or nonspecific low back pain in 
probably 80 to 90% of cases is natural resolution 
within the two to 12 week time frame (P10).  
For some individuals complete resolution does 
happen within those two to 12 week timeframes, 
but for significantly larger proportion of them, 
they go on to experience symptoms to some 
degree or another for a significantly longer period 
of time (P10). 
To say natural history is only six to eight weeks, I 
think is a little bit misleading and can be a bit of a 
downfall for patients as well when they do have 
episodes in the future (P16). 
We look sometimes a little bit silly if we say to 
patients, well, you know, the majority of people 
experience full resolution of their symptoms in 
two to 12 weeks, you're likely to be one of those 
80 or 90%. And then six months later they 
experience a reaggravation and you were wrong. 
As a physiotherapist you were wrong and their 
confidence in you is going to plummet as a result 
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of the fact that they’ve reaggravated. So yeah, it's 
a bit of a minefield (P10). 
I always questioned where people would say that 
back pain would…. only have an episode that 
would last six to eight weeks and 80% of people 
would recover within that time period. And then I 
think it was a paper by Peter Croft that that 
looked at the actual incidence and prevalence and 
natural history of people having episodes of back 
pain… they would have recurring smaller bouts 
or grumbly back pain that were interspersed with 
more acute pain. And that seemed to resonate 
more with me in terms of my experience from the 
clinical picture (P16). 
Natural History for most people is that it is, you 
know, naturally resolving over a period of time, 
but that it can become more prevalent more 
severe more debilitating. And of course 
peripheralize into other symptoms, leg symptoms 
in a certain percentage of people. But most of the 
studies say that it is self-limiting but can be many 
recurrent episodes in some people (P2). 
I’d say, and oh I don't know 90% of cases, it will 
get better sort of within four to six weeks…I try to 
really reassure my patients that in most cases 
that natural history it is going to get better, like 
your body's really good at healing and it will 
come right (P12). 
4.2.1.5 LBP is personal Everybody's experience of low back pain is 
personal to them (P2). 
We should be really looking at it from an 
individual perspective, and what are the drivers 
for this particular person and the way they will 
respond? (P10). 
4.2.1.6 Variable role 
value 
I will be the fixer (P5). 






I think probably one thing that’s maybe 
influenced I feel in New Zealand we've, we've had 
a lot of different people who have presented [at 
courses]. … I've taken probably a little bit of all of 
that which is made me so have a much more 
eclectic view and I'm using different tools from 
my toolbox, depending on the person that's 
actually sitting in front of me (P15). 
4.2.2 Apportioning 
responsibility 
I would like to think that is as health 
professionals, generally, we have a much better 
understanding of issues around low back pain 
and chronic conditions generally. I think we 
realize that we need to consider much more the 
barriers to recovery and all the other factors that 
can be just that barriers to pain in disability, 
barriers to recovery, and they are things like 
contextual factors, comorbidities, cognitive 
factors, you know, again, there's lots of ways to 
describe that whether you use the yellow flags 
and Blue flags and black flags, but I think we 
would like to think that at least it is multifactorial 
(P2). 
4.2.2.2 Control of 
barriers 
The holdup is not what's going on structurally, it’s 
what's going on with people's nervous systems 
and whether they allow themselves to get going 
back moving again (P3). 
I've seen sort of quite quick recovery from back 
pain….people who [are] more confident to get 
going and like really want to take charge of their 
rehab (P11). 
The majority of people who are copers, cope well, 
and it's not an impact on their family or society. 
But for a percentage of people, and we're 
probably looking at somewhere between five and 
10% of people who, for one reason or another are 
non copers, so these are the ones who are unable 
to return to work, that has a significant impact on 
themselves in terms of probably developing co-
morbidities and having less coping strategies 
(P16). 
4.2.3.1 Reduce burden it's just a no brainer to me. Our health systems 
around the world are overwhelmed….Then to me 
it's just a no brainer that we need to change our 
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system so that we have a healthcare which is 
patient-centred…. And we can engage the patients 
and put patient-centred care at the start, as the 
foundation of their care, what are you able to do 
yourselves with the support from health care 
professionals, …. Can we try and decrease their 
reliance on healthcare and it's not just to save 
dollars, I think it's the way of the future (P2).  
So the benefits are that hopefully we can reduce 
the dependency on the health care system by 
installing this improved self efficacy and self-
management with patients and that it really has a 
flow on effect to all the negatives that the back 
pain epidemic has caused over the years (P16). 
4.2.3.2 Empowerment I think people's well-being their mental well-
being, is just so important and is tied up with that. 
Like, if they can manage and keep engaged with 
community life and active, people are going to be 
a lot happier (P1). 
So the standout positives for self management is 
efficacy and agency.  It's taking away things like 
catastrophising and things that we know are not 
useful… And it's empowering people to take 
control of their own situations (P5). 
The fact they have that locus of control, the ability 
to self-manage means that they’re in control of 
their life (P8). 
4.2.3.3 Physiotherapy 
role 
As physios moving forward, I think it's a powerful 
tool. And I think it's a tool where we can probably 
make the biggest difference to clients and 
probably make a big impact on some of the health 
statistics that are out there with people that say 
they suffer from chronic back pain…..That's the 
power of self-management (P8). 
I think a lot of clinicians that don’t necessarily 
have a good understanding of what self-
management is and they think that self-
management is just giving a set of exercises to a 
person and I think often the physios don't involve 
the patient in the problem solving process. And 
often give people the one size fits all approach… 
117 
 
We need to be educated much more as clinicians 
about what self-management involves (P16). 
4.2.4.1 The basics As physios, we've got to have lots of tools in our 
toolbox when it comes to exercise that's not just 
this or that.  You’ve got to think of everything that 
you can apply to different situations. And 
something that the patient will adhere to, because 
they want to do it and they like doing it (P5). 
If it's disc, they getting their McKenzie extensions 
10 reps on an hour for 24 hours. If it's limited 
range of movement then the stetches. ‘Go away 
and perform these stretches, sets of 3, 30 second 
holds three times this evening’. So obviously 
depends on the circumstance (P6).  
It's not about me just giving them an exercise 
programme. That's definitely part of it, and for 
some people they do need to get stronger, and we 
know that if people are stronger they'll manage 
their back pain better. But actually, for a lot of 
people if they just get more active their back pain 
will be better managed (P7). 
A specific exercise programme for someone to be 
able to manage their pain or their injury away 
from the clinic (P11). 
In line with the goals of the patient, but that could 
be anything from a daily stretching routine and 
that might be two minutes, it might be two 
stretches or one stretch that you've helped them 
identify helps with stiffness and pain. It might be 
helping them with a weekly exercise plan, doesn't 
have to be daily but, doing that again in 
conjunction with the client, depending on what 
fits in with what, and I think as well, making not 
just giving them a ‘this is what you have to do’. It 
very much needs to fit into their lifestyle (P7). 
So I think it's finding what is important for them 
and what they think is realistic for them to do in 
their routine.  So it's giving them the choice of 
what is it you would like to do to maintain your 
activity level? And is that something that they 
could actually feel that they could continue doing 
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because there's no point, getting them to do 
something if it is the last thing on earth that they 
do want to do (P15). 
4.2.4.2 Key components I think that enables people, they've got some 
understanding so in the long term basis if they're 
going to have this problem, I can try this. I can try 
that, and look at how I'm doing things. They've 
got a little toolkit that they can draw on (P1). 
It’s their lower back so I give them advice about 
sleeping…. We talk about posture. We talk about 
what's their desk set up like, do they work with a 
standing desk or sitting desk. We do talk about a 
lot of lifestyle factors as well and about making 
those changes to try and improve (P6). 
And also challenging their behaviours and giving 
them or challenging them with some behavioural 
change (P8). 
I really try to engage the patient in terms of where 
their goals are, how their back pain is impacting 
them still in terms of their relationships, their 
social environment, what they’re at work and 
trying to get a bit of an understanding around all 
that (P16). 
We were looking at different places at home 
where she could set her laptop up I suppose, and 
could she stand and move. And she does a lot of 
work on the phone as a social worker, so she kind 
of found she could do that quite easily and change 
position, which was good. And she kind of self-
reflected on herself really (P7). 
Just getting them to think about things that 
they've done that help, you know, what are the 
things you like doing. Does walking help? Yeah, I 
don't feel so bad when I'm walking. You know, it's 
like, well, that's a good thing to do. What about 
sitting? Yeah well I’m always sore when I get up. 
So it's just pointing out the difference between 
those static postures that aren’t so helpful And 
they can relate it then, I think, to what they feel 
and what they do (P9). 
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extending into what works for them, like helping 
them to work out what works for them with their 
back pain and so that they can manage the 
recurrences that might occur…helping them work 
out what the directional preference is and so they 
can sort of problem solve themselves in terms of 
they might have done a lot of sitting that day and 
so they’ll know what they can do it and try that 
(P12). 
4.2.4.3 Partnership I think more than anything, it's listening, active 
listening, and then active communication. And 
really trying to create a  true therapeutic alliance 
(P2). 
Interact with that person on a level that the 
person feels listened to, feels heard and 
understood. And to do that, you've got to suspend 
your professional, take off your professional cap 
and just engage with them on that different plane 
or different level. Talk to them like they're a 
person, like they have thinking and 
understanding and beliefs that are important… 
that creates the engagement and the confidence 
and the trust that then enhances the relationship 
(P10). 
..that relationship that you build with the person 
and they feel comfortable and confident.  And you 
build the rapport, they trust you (P15). 
developing a relationship where there is equal 
contributions to the task at hand or the problem 
at hand. So as a health professional, if I have the 
knowledge and understanding of low back pain, 
and have an understanding of the range of 
interventions that may be appropriate for this 
patient, but if I'm listening carefully to the patient, 
and they bring to the table their own experience, 
their pain, their lifestyle, their understanding of 
their pain, and the barriers ... Then that's how I 
look at the sort of therapeutic alliance. We are 
both equal partners in this (P2). 
I think building those sort of relationships is the 
key to the patient being able to self manage.  And 
it's also the importance of the clinician not being 
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the dictator or the instructor that it's a dual 
partnership (P16). 
4.2.4.4 Engagement Lots of education, it's all education….. it's 
essentially like is trying to explain why they’re 
doing their exercises, saying, look, I think these 
exercises are going to be helpful…. As soon as the 
pain goes, you will stop doing your exercises, and 
I would too, right? But unless someone has said, 
You need to keep doing these for this reason, and 
you can tell yourself that's why you’re doing 
them, for these reasons, and this is why you're 
sitting, you know, in this way, and when you’re 
bending, when you're lifting in this kind of 
technique, you're doing it to reduce the loading 
on your back or whatever you've told them. But 
it’s so they understand why they’re doing it so 
they keep going. Because otherwise we will all 
give up as soon as the pain goes (P3). 
The first one is they have to have a good 
understanding of their condition.  They have to 
have a good understanding what are the most 
likely things to aggravate it or make it worse or 
reinjure it (P4). 
if something's not getting better all the time, I’m saying 
well why?  That’s the question or each time I’ll ask myself 
and then I'll ask them, and I think it's, it's, unpicking that, 
is there something that I’ve missed? If there's things that 
don't quite add up. It's always well why is that and it's 





7.8 Appendix Eight: Report sent to participants with summary of 
findings 
Attitudes and beliefs of physiotherapists towards supporting self-management 
for people with low back pain 
Thank you for your involvement in our study last year. We have now completed the data 
analysis process and I am very pleased to report our findings back to you for your 
feedback.  
The three aims of our study were to:  
1. Explore physiotherapists’ understanding of the natural history, cause, 
prevalence, and impact of low back pain (LBP).  
2. Ascertain physiotherapists’ knowledge of self-management concepts for LBP.  
3. Explore how self-management for LBP is supported within present 
physiotherapy practice.  
 
Demographic Data 
We interviewed 17 physiotherapists from throughout New Zealand.  The majority were 
male (59%) and there was an even spread of ages and clinical experience. Most (82%) 
worked in private practice and only 24% had not undertaken any formal post-graduate 
education.   
The 17 interviews were undertaken between 31 July 2020 and 4 December 2020. The 
length of interviews ranged from 52 minutes to 100 minutes, with the average length 
being 67 minutes.  
Results 
Following are a summary of the results that emerged during the data analysis phase: 
1. The participants have a great understanding that LBP is multifactorial and 
complex. Although the participants have different theories of the cause of LBP, the 
majority agree that non-specific LBP is an appropriate diagnosis for up to 90% of 
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patients due to the inability to accurately identify the involved structures or pain 
mechanisms for each person with LBP. The general consensus of the participants 
is that there has been a shift away from the biomedical model and there are 
multiple contributors to LBP including psychological, social, and physical factors, 
as well as comorbidities, and pain-processing mechanisms. 
 
2. The participants also have a great understanding of the prevalence of LBP, with 
nearly all of them quoting a figure of 80-90% of the population having LBP at 
some point in their life. There is also a good understanding amongst the 
participants about the impact LBP has on a person, and the burden LBP has on our 
health system and society. There is a sense of professional responsibility to help 
reduce the costs both on the health system and the person with LBP, which is 
encouraging and reflects well on the physiotherapy profession. 
 
3. The majority of participants understand the natural history process of LBP to be 
that the patient should have recovered from an episode of LBP within 6-12 weeks. 
Some participants mention that if the patients have not recovered within the 6-12 
week timeframe then it is because the patients either have not adhered to their 
advice, or have failed to make the necessary behavioural changes. The attitude is 
that if the pain becomes persistent or recurrent it is the patient’s fault.  
 
4. All the participants feel self-management has a strong role to play in the treatment 
of LBP. One of the main benefits given by the participants for utilising self-
management is to reduce the financial burden on individuals and health systems. 
The other strong reason given by the participants for the value of self-
management is it can empower patients, enabling them to have a locus of control 
over their pain. This empowerment can help address the personal impact of LBP, 
especially the emotional and mental well-being issues that can arise. They also feel 





5. There are varying opinions about what self-management is, with only a few 
participants able to confidently describe what it entails. Only a couple of 
participants mention self-efficacy and helping people to develop the required 
skills to effectively self-manage. The majority of the participants describe self-
management as education and an exercise programme. They also describe self-
management as being successful if patients adhere to their exercise programme, 
not the patient displaying evidence of skills such as problem-solving. 
Encouragingly, many of the participants mention the importance of active 
communication and building trust with the patient to engage a person with LBP 
into self-management. However, other key components, such as giving a specific 
explanations, are not mentioned. 
Clinical Implications 
The clinical implications are in the early stages of development. But to help you see 
where we’re heading, here’s what we’ve identified at this stage.  
1. Physiotherapists’ understanding about natural history timeframes should be 
challenged. Physiotherapists should be encouraged to accept recent 
epidemiology studies determining that only a third of patients have a rapid 
recovery and two thirds will still have some symptoms a year after the onset of 
their episode of LBP, and that recurrences of LBP is normal.  
 
2. Physiotherapists need further training in what self-management entails. They 
should be encouraged to weave self-management skill training within all aspects 
of LBP treatment, tailored for each individual patient in their specific 
circumstances. There needs to be a greater understanding that self-management 
is not an exercise programme and education, but rather the enhancement of 
skills patients likely already have in other areas of their life being applied to 





3. Physiotherapists need further training in what patients require to support them 
to engage in self-management. This includes giving a specific explanation of the 
cause of LBP but within the parameters of the non-specific diagnosis. 
 
Feedback process 
We would really value any feedback you have about our results and the clinical 
implications.  Please send any comments or questions to celia@cmphysio.co.nz by 
Friday 2 July 2021. 
Many thanks again for your willingness to participate in our study and for the depth of 
insight you all shared. It was a privilege to interview you all. 
 





7.9 Appendix Nine: Feedback from participants following report 
From P9 
HI Celia 
Many thanks for your email – I was wondering how you were getting along. 
The outcomes are really interesting, and the themes that you are seeing is great 
feedback for our practice. 
I was surprised at this line in section 3 (see below) – as therapists do we really blame 
our patients?  It’s a bit disturbing if we do! 
But maybe that is also reflected in the “adherence to gym work” that seems to be 
another theme. 
Also I only have my own experience and views and you are collating multiple ones. 
3. The attitude is that if the pain becomes persistent or recurrent it is the patient’s 
fault. 
The self-management application is interesting, and the expansion of treatment into this 
area – to not just fix them, but to give understanding as to why xyz is useful for them in 
self-management. 
Anyway, I look forward to the published results, it was a great study to be part of. 
Kind regards 
 




Really interesting study to be a part of and reading through the clinical implications has 
certainly provided some useful tips/suggestions for future low back pain clients. 
 
From P14  
Hi Celia, 
Thank you so much for your email. What interesting reading! I will mull over this today 
and see if I have any formal feedback to provide. 
Otherwise – well done on such fabulous and important work! 
 
From P8  




Thank you for offering me the opportunity to contribute to your study, and 
congratulations on its successful completion.  To some extent it confirms my suspicion 
that many Physiotherapists understand that they should be articulating “self 
management” as a concept without actually committing to its delivery. (And I add the 
rider that there were only 17 participants so generalisability is perhaps a study 
limitation). I suspect this reflects the undergraduate education which still promotes 
therapist-centred care, and as a therapist the starting point is “I’m a therapist - what can 
I do TO this patient/client?”. And they also reinforce their position by ‘blaming’ the 
patient/client: “the patient expects me to DO something TO them”. Will we ever be able 
to turn this therapist-centred care on it’s head, and promote true patient-centred care 
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and a therapeutic alliance where the starting point for the therapist is: “What can this 
person do for themselves, and what can I add?  “What can I do FOR this person?”  It is 
certainly not giving them a list of exercises as they depart, and then blaming them for 
not being “compliant” if they don’t improve! 
Unfortunately our largely ACC-funded musculoskeletal healthcare also reinforces the 
system of convincing both the therapist and the patient/client that the 15-30 minutes 
they spend together regularly is the most important part of the management, thereby 
promoting the business model of most private practices. I personally find the concept, 
that is increasingly utilised by the large healthcare groups, of a minimum number of 
treatments per client as one of the therapists’ KPI’s both morally and ethically 
questionable.  
I agree with your clinical implications, which are transferable across musculoskeletal 
management generally, and would be interested in your thoughts as to how the 
recommendations can be implemented effectively?  
And to finish I include this quote from Robin McKenzie who has been one of my 
significant mentors through my journey of attempting to deliver patient-centred care to 
optimise outcomes, and who understood and reinforced these concepts as long ago as 
1980 when the first edition of “Treat Your Own Back” was published:  
"If there is the slightest chance that a patient can be educated in a method of treatment 
that enables them to reduce their own pain and  disability using their own 
understanding and resources, they should receive that education.  Every patient is 





7.10 Appendix Ten: Personal reflections 
My beliefs about self-management for people with LBP 
What I believe about low back pain (LBP) 
• The majority of low back pain is mechanical in nature – ie it is influenced by 
movements and positions and isn’t due to inflammation or other chemical issues. 
• Most LBP can be diagnosed as a derangement (as per McKenzie method of MDT) 
which means certain movement and positions make it worse, and others make it 
better. In most cases this reduction occurs within short time frame.  
• Not all LBP comes from a derangement, but majority does and will respond well 
to self-management . Our role is to help sort out the easy from the more complex 
and treat accordingly, not over-treating the simple, and not dismissing the more 
complex. 
• Centralisation is a positive prognostic sign – if the pain centralises the person 
will fully recover. 
• The main structural component involved is usually the intervertebral disc, but 
facet joints can have derangements too. It doesn’t actually matter which 
structure it is though as treatment involves movements and positions that 
decrease the pain, and isn’t targeted at a specific structure as they can’t be that 
isolated. 
• Muscles do not get injured except during specific trauma such as a heavy fall. 
They go tight to protect the region, but the human spine cannot move the 
muscles to breaking point like the hamstrings and Achilles, so they physically 
can’t be damaged. 
• Core strengthening can cause LBP and doesn’t prevent it. Muscle weakness is not 
the issue – as soon as the pain has resolved the strength comes back. The people 
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who invented core strengthening are now saying not to use it to treat LBP due to 
the evidence that it doesn’t help and can cause it. (Personal experience when 
teaching a MDT course in Townsville) 
• Most people do not need further investigations, second opinions, nor 
medication., but all of those have a role to play if people are not significantly 
improving within 4-5 treatments. 
• LBP is a consequence of living, it’s not a sign of damage nor is anyone at fault for 
having an episode. 
• LBP is episodic – acute episodes occur over a person’s life span, with years 
between episodes in most cases. If the episodes are occurring frequently, it’s not 
usually a sign of damage, it’s a sign the person has never been taught how to 
manage them effectively. 
• The only way to reduce the recurrence of LBP according to research, is to be 
physical active. It doesn’t matter what a person does, but they should be active 
every day, doing what they enjoy. There is no research showing one activity is 
better than any other.  
• We should only be providing treatment that is evidence-based. We should be 
able to justify everything we say and do to a patient by evidence in the literature. 
• Most of the main-stream treatments are evenly matched in terms of effectiveness 
in the literature.  
• My role is to coach and help people learn to manage their own LBP episodes – so 
they can reduce the recurrence rate and severity of future episodes. Basically 





What I believe about self-management in LBP: 
• Every person has the right and the ability to treat themselves – to reduce their 
own episode of LBP and to be fully involved in their normal life activities in-
between episodes. 
• It is my responsibility to communicate effectively exactly what each person 
needs to learn about their episode of LBP in their particular circumstance, and to 
encourage them to be able to do what they need to do. 
• There is no ‘recipe’ that fits everyone – everyone has specific needs and 
situations 
• It’s not their fault they have an episode of LBP.  
• The LBP episode isn’t going to be abolished by what I do in the clinic , for 
example manual therapy – it’s totally dependent on what the person does for the 
other 23.75 hours of their day. I can make it worse by doing the wrong technique 
or too much force too soon, but I can’t make it magically go away. If it does 
reduce with what I do, it can easily recur with the person bending, slouching, 
lifting etc as soon as they leave my clinic. Therefore it’s important that the 
person knows how to manage their own episode of LBP. What I do is the added 
bonus – adds another layer to the treatment to enhance what the person is 
already doing to reduce it. 
• A lack of compliance isn’t the person’s fault – it’s usually due to me not having 
communicated effectively about the nature of LBP, their role in treating it, and I 
haven’t considered their individual circumstances enough.  
Where my beliefs have come from: 
The main influencers have been: 
• Tom Burgi during my final year placement as a physio student 
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• Robin McKenzie , founder of the McKenzie Institute International (MII)  
• International Faculty friends in Italy, Denmark, UK, US, and Canada  
• Richard Rosedale and Stephen May – key research gurus within MII  
• My patients 
• Course participants when teaching for MII for 10 years  
• My own experiences with LBP  
 
How those influencers had their impact: 
• At physio school (in 1986-88) we were taught there was nothing we could do for 
LBP but we should give passive treatments 3 times a week until the person felt 
better. Then in my final year clinical placement I spent time with Tom Burgi in 
Wellington and watched people with LBP fully recover within the 2 weeks I was 
with him. Tom took some of our tutorials over the year,  teaching about the 
healing process and how we can influence it (scar tissue formation)  following 
trauma, and also about the nature of LBP and importance of self-management. It 
was the key aha moment for me and I realised that as a physio I was going to be 
able to help people after all. 
• As soon as I graduated I did the McKenzie Part A and B courses, but couldn’t 
really apply them working in the hospital as was on the wards. Then in my 
second year I saw an advertisement for the new MII clinics being opened up. I 
applied and got a job at Ropata. When I handed in my resignation the charge 
physio told me I was making a mistake and would regret it as MII was a fly by 
night thing and wouldn’t last.  
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I started working for MII in August 1990, under the supervision of a senior 
physio, but if a patient wasn’t better within 6 treatments Robin came into the 
clinic and reviewed them himself, and then spent time discussing the patient 
with me.  
By November that year we had our first two candidates from America for the 
International Diploma in MDT. We spent 10 weeks together which opened my 
eyes to other ways of thinking, and how important self-management in LBP was 
around the world.  
In December that year Robin asked me to develop treatment using the Repex 
machine, which I duly did. I was then involved in teaching about it around the 
world and had the privilege of speaking at conferences in US, Austria, UK and 
Canada as well as providing one on one education in clinics in various countries. 
This was all before I was 25 years of age and exposed me to worldviews beyond 
my own clinical experience.   
My first MII conference was in Dallas in 1991 and I remember hearing Michael 
Adams present about how the intervertebral disc moves and therefore could 
produce pain that could then be decreased again with the opposite movement. It 
was the start of my interest in learning about research and hearing researchers 
present their work and then be challenged in the panel discussions. I also had the 
privilege of being able to discuss my thoughts with Robin, and other key people 
in MII, which helped to develop my belief system. 
In 1993 MII sold the Wellington clinics to their senior physios, and I bought the 
Wainuiomata clinic, which I was working in at the time. Even though I was no 
longer employed by Robin in the clinic, we had regular contact right through 
until his death in 2013. I could ring him or email him about any patients I was 
having difficulty with and he always supported me throughout my various 
endeavours.  
• From 1990 through to when I left my involvement with MII in 2015, I formed 
close friendships with several fellow faculty members around the world. We 
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would have many late night discussions, at conferences and faculty meetings, 
about LBP, self-management, research, and future directions. I’m pretty positive 
we changed the world in those discussions! In-between face to face chats we 
regularly emailed each other research articles and asked each other for advice 
about patients, and any questions raised by participants on our courses that we 
couldn’t answer ourselves. This widened my world view even further, and 
provided the much needed support when felt like I was swimming upstream 
against other physios in NZ.  Some of those faculty friends have remained good 
friends since I left, and recently I had discussions with one in Italy about the 
value of LBP self-management for people in lockdown.  
• Both Stephen May (from UK) and Richard Rosedale (from Canada) are well-
published research authors who heavily influenced my understanding of 
research literature. They both trained me to do literature reviews for MII, and 
taught me critical thinking tools. It is too easy for physios to blindly accept any 
paper that confirms what they believe, but Stephen taught me early on to only 
believe something when it has been consistently proven by at least 3 RCTs. A 
high bar was then set, but has helped me develop a belief system based on 
relevant research findings. To this day Richard still sends me new articles at least 
once a month. I have taken this year off from doing reviews for him due to my 
study, but we are in regular contact about self-management in LBP. It is Richard’s 
and Stephen’s influence that has driven me to want to do a research topic that 
can add to the body of knowledge and which may be of use to other clinicians at 
some point. 
• Over the past 30+ years I have learnt so much from my patients, particularly in 
terms of self-management. I remember in my early days at Ropata wondering 
what my role as a physio actually was as people didn’t really need me to get 
better. I had to learn to let go of my old belief system of the importance of passive 
treatments, and grasp the value and importance of becoming a coach and 
support person, helping people to effectively self-manage their own LBP. It was a 
huge process to go through, and I only managed to develop the new belief system 
because of all the support around me as already mentioned. From then on I felt a 
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sense of responsibility to patients to empower them rather than passively treat 
them. That belief system is so strong that a few years ago my business advisors 
were telling me to see patients a couple of times more to increase revenue and I 
just couldn’t do it. Once a patient is ready to be discharged, I discharge them. 
They may not be painfree, but they have their episode under control. They do 
however know to contact me for review if any pain persists for more than a 
coupe of weeks.  And it’s patients who have taught me the important aspects of 
self-management support such as keeping it simple, show trust and respect, 
listen well, and communicate effectively. 
• During the 10 years that I was teaching MDT course in NZ and Australia I found 
myself challenged and inspired by the course participants. I needed to effectively 
communicate the principles of self-management, and of LBP, in such a way that 
their clinical practice would be influenced. In doing so there were barriers we 
had to overcome due to their own belief systems. Reflecting now it seems 
obvious that participants who really grasped MDT and applied it to their patients 
were ones who were able to adapt their belief system. It was a privilege to be 
part of their journey, and in doing so helped to clarify my own belief system. 
• My own experiences of LBP have been varied. I started with an ineffective physio 
when I was 16 and had to give up my sport because of it. That episode finally was 
resolved 10 years later due to active self-management treatment. Since then I’ve 
had a few episodes of LBP, which I’m able to abolish within a few days – expect 
for the one time I consciously thought ‘I’ll deal with this later’. That episode 
ended up with a ruptured disc and a lot of pain for about a year. Lesson learnt – 
deal with it straight away with the tools I have and teach to others! 
 
Summary of how the influencers helped form my belief system: 
• They believed in me 
• They supported my journey of critical thinking and experimentation 
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• They challenged me 
• They trusted and respected me 
Reasons  my belief system about self-management in LBP has remained strong 
since 1991: 
• Key people helped me develop and refine it over many years 
• External evidence of its truth – research literature, patient outcomes, colleagues 
shared experiences 
• Nothing else has been shown to be more effective and therefore can challenge it 
(unlike initial belief system about passive treatments).  




Post-thesis writing reflection 9 July 2021 
The past 2.5 years has been an amazing journey of study – initially completing two 
papers which dusted off the braincells, to working under the supervision of Meredith 
and Gisela to complete my thesis. It has been a privilege to have been able to conduct a 
research study and to now be at the end of writing my thesis. And like all good journeys 
there has been a lot of learning along the way.  
In May 2020 I wrote a reflective statement about my beliefs of LBP and self-
management. It is encouraging now to read it again and realise that even though I didn’t 
have the depth of understanding I have now about the intricacies of self-management, 
the base was there for me to be able to effectively support my patients. And that is a 
reminder that the participants in our study didn’t have that deeper learning either when 
they were interviewed, showing how correct our statement is that physios need more 
training in understanding the intricacies of self-management.  
What I have learnt the most is about the key elements of self-management - decision 
making, problem solving, action planning (goal setting) reflection, behavioural change, 
and knowing when to get help when needed. And that’s all possible through effective 
patient-professional partnership based on mutual trust and respect. Looking back over 
my career, those elements are what Tom Burgi and Robin McKenzie taught me, without 
naming them as such. It’s why I always start every follow up appointment asking the 
person how they are and in what way are the better/worse? What have they been able 
to do? What did they do when the pain happened? What do they want to do next? And 
other such questions. Self-management to me has never been a programme but an 
approach that is interwoven into everything we say and do with the patient. How that 
has developed further this year is that I’m giving clearer feedback about the decisions 
the person has been making and the problem solving they’ve been doing, helping them 
see their self-efficacy increasing. I’ve also been thinking more about non-specific LBP 
and how I provide the education required to enable engagement in self-management 
but keep it all generic. I still use the spine model to show the normal structures and then 
discuss how ‘something’ is causing their pain but we’ll never know exactly which 
structure it is. I quickly move on to explaining what they’ve already told me, for example 
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bending forwards hurts them but sitting up correctly doesn’t, and the exercises they’ve 
just done in the clinic made the pain decrease. So then I explain mechanically what 
could be happening but avoid specific structures. It’s a subtle difference but one I hope 
still meets the patient’s expectations of having details to engage in self-management but 
telling the truth about non-specific LBP. I have also started sending emails immediately 
after the initial assessment as a summary of the action plan we discussed, and a 
reminder about the Traffic Light Guide to help them with decision making and problem 
solving until the next appointment. I am hoping that this simple step will help with the 
skills acquisition and help to build the sense of partnership that is required.  
One of the challenges I’m thinking more about recently is the time limitation that our 
funding model has. ACC only pay a certain amount of money and people are only able to 
afford a limited number of surcharges. ACC and the insurance companies also have the 
expectation that patients will be seen as few times as possible. So my focus is very much 
on supporting self management during the 20 minute treatment sessions rather than 
providing passive treatments. The tricky part is even with that focus I still don’t get 
people to formally set their own goals. They tell me what they want to get back to and 
how the pain is limiting their life and we work out ways of re-introducing those 
activities again, but it’s done informally throughout the sessions. I did introduce a 
questionnaire for patients to complete on arrival to their first appointment with goals in 
it, but no one has time to do it! I need to put a bit more focus on helping the patient 
verbally set their goals. I remember being shocked when one of the participants said in 
their interview that they never ask the patient to set the goals because they don’t know 
what they’re talking about and he’s the expert about it. And yet I don’t formally ask 
people either and write the goals for them for the ACC paper work. I really hope I’m not 
having the ‘I’m the expert’ attitude too. I need to work out a way that it can be more 
formal but within the time constraints of the funding model we have. It’s all about 
making it patient-centred health care within a health model that doesn’t encourage it 
because it’s all about outcome measures and funding.   
I also remember being shocked when one of the participants referred to people with 
LBP that was present for more than 6 weeks as being ‘non-copers’. Others also 
expressed attitudes that apportioned responsibility to the person with LBP if the pain 
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hadn’t gone away or it recurred. I really hope I don’t have that attitude too. I’m sure all 
the participants would be shocked if they knew what they had said – as evident by one 
of them giving me feedback from the results saying how shocking it was if that 
happened, and yet they were one of the ones who said it! We can be really blind towards 
our own attitudes, and one that is judgemental can have such a detrimental impact, 
especially when effective self-management support relies on mutual trust and respect. 
I’m going to have to put an internal motoring system in place to check my attitudes at all 
times. I’ll also ask my peer support people to challenge me when required.  
I have really enjoyed and appreciated the support and advice from Meredith and Gisela. 
They have given me honest feedback after each chapter and although at times I may 
have felt overwhelmed at the thought of the reworking, the finished product is an 
improved version of the first drafts because of it. There have definitely been low points, 
when it was hard to keep focused, especially with the challenges of the past year 
running a business in the midst of a pandemic. There have been times that it’s been like 
wading through the setting cement trying to find the mental energy to keep going. I 
have struggled with the lack of social time connecting with friends and the mental 
energy drain, but am so proud that I managed to stick with it and complete it. I am 
definitely a better person and physio as a result of this journey with such an amazing 
support team.  
